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AN increase in the red cell count of persons 
living at high altitudes was first demonstrated 
in Peru by Viault and Jolyet in 1907, who 
suggested that such a polycythaemia was a 
response of the bone marrow to chronic anoxia. 
This observation and deduction have since been 
amplified and confirmed by Barcroft (1925) in 
his experiments on Pike’s Peak, and more 
recently by Hurtado and his colleagues (1945). 
This increase in the red cell count is seen not 
only in the native but also in the visitor living at 
high altitude for a short time. Best and Taylor 
(1950) state categorically that this increase in 
the number of red cells is an absolute one, and 
is not due to a loss of fluid and haemoconcen- 
tration. They postulate that the cellular increase 
of the visitor to high altitudes is due to rapid 
splenic contraction, whereas the slower increase in 
red cells characteristic of the native is due to bone 
marrow response and the production of new cells. 

This theory of cell (and parallel haemo- 
globin) response to the anoxia of high altitude 
is an attractive one, but many recent experi- 
ments have thrown doubt on its validity. 
Ringenbach (1953), working on the Jungfrau 
(12,000 feet), was able to demonstrate a rise in 
the red cell count in blood obtained at ear 
puncture only. There was no evidence that 


venous blood showed a polycythaemia, and in 
experiments carried out in aircraft he was 
unable to demonstrate any rapid rise in the red 
cell count that might be due to splenic con- 
traction. He suggested that this apparent 
increase in red cells was probably due to 
dehydration and poor peripheral circulation, a 
view that has gained increasingly wide support. 

Some workers believe that the unborn infant 
is in a state of relative hypoxia (Eastman, 1954), 
and that this condition becomes more severe as 
pregnancy proceeds beyond term (Walker, 1954; 
Minkowski, 1955). Walker and Turnbull (1953) 
investigated the haemoglobin and red cell 
content of the foetus at birth, and showed that 
the haemoglobin tended to rise from an average 
figure of 16-5 g. at term to 18-8 g. at 43 weeks. 
Walker (1954) suggested that this rise in haemo- 
globin (and also in red cell counts which showed 
wider scatter but similar patterns) was in 
response to the fall in the oxygen saturation 
in cord blood that took place as the pregnancy 
was prolonged beyond term. Marks and his 
colleagues (1955), on the other hand, have found 
the average haemoglobin at term to be 16 g. 
and a red cell count of 5-09 m./c.mm., and they 
did not find any evidence of correlation between 
maturity of the foetus and cord-blood level. 
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In addition, they plotted the cord-blood haemo- 
globin against the crown heel length and birth 
weight and failed to demonstrate any correla- 
tion. All babies born with a haemoglobin 
exceeding 20 g. were scrutinized and no increase 
in the number of cases of prolongation of 
pregnancy was found. 

It is interesting to note that both Vahlquist 
(1941) and Smith (1951) have demonstrated a 
very marked difference between capillary and 
venous haemoglobin levels, the former being as 
much as 4 g. higher than the latter at birth. 
These findings were confirmed by Oéettinger 
and Mills (1949) (see Vahlquist), and each of 
these authorities suggests that the discrepancy 
must be due to the seepage of plasma-water out 
of the peripheral vascular bed, associated with 
poor cutaneous circulation at birth, a view 
which shows remarkable correlation with recent 
findings at high altitude. 

In a previous paper one of us has shown that 
prolongation of pregnancy does not seem to 
be constantly associated with foetal hypoxia 
(Bancroft-Livingston and Neill, 1957). It was 
therefore considered worth while to estimate the 
haemoglobin level of the foetus at the moment 
of birth in a large series of cases. The estimations 
were carried out on cord-blood obtained at the 
same moment that blood was aspirated for oxygen 
estimations as previously described (Bancroft- 
Livingston and Neill, 1957). The haemoglobin 
content was calculated using the standard 
M.R.C. photometer, this being as accurate an 
estimation as the red cell count and con- 
siderably easier of performance. 
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| FOETAL AGE IN DAYS 
Fic. | 


134 cases of normal vaginal delivery in primigravidae (36— 

44 weeks) in the absence of “foetal distress”. There 

is no correlation between haemoglobin level and foetal 
maturity. 
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All the estimations were carried out on primi- 
gravidae delivered spontaneously, or by the low 
forceps operation. The cases were divided into 
two groups: (1) no evidence of foetal distress, 
(2) presence of foetal distress as demonstrated 
by meconium-staining and/or depression of the 
foetal heart rate below 100 beats per minute. 

Figure | shows 134 cases of primigravidae 
(vaginal deliveries) in which the foetal age in 
days is plotted against the haemoglobin 
(Haldane). Each of the mothers was interviewed 
personally by one of us (G.B.L.) and only 
those certain of the date of their last menstrual 
period, and with regular cycles, were included. 
The cases were otherwise unselected. Study of 
the scattergram fails to reveal any rise in the 
haemoglobin as the foetus reaches and passes its 
expected date of delivery (Naegele’s calculation), 
and this visual impression is confirmed by 
statistical analysis. 


90°39 
FOETAL AGE IN DAYS 
Fic. 2 


55 cases of normal vaginal delivery in primigravidae (36—- 

44 weeks); clinical evidence of “foetal distress”. There 

is no correlation between haemoglobin level and foetal 
maturity. 


Figure 2 presents 55 cases of primigravidae 
delivered by the vaginal route, the foetus 
showing evidence of foetal distress as pre- 
viously defined. Again, every mother was 
interviewed personally, and any with irregular 
menstrual cycles or doubtful dates were elimin- 
ated; again, the cases were otherwise unselected. 
Once more, study of the scattergram does not 
show any rise in the haemoglobin as the foetus 
passes the calculated date of delivery (Naegele), 
and the visual impression is again confirmed by 
statistical analysis. 

These findings do not support the view that 
prolongation of pregnancy is associated with 
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hypoxia, and therefore with a rise in the 
haemoglobin level, whether the foetus does or 
does not exhibit clinical evidence of distress 
before delivery. There are a number of possible 
explanations. From the findings here reported 
it is possible that: 

(1) Chronic hypoxia is not a constant finding in 
cases of prolonged pregnancy as had pre- 
viously been thought (Walker, 1954). In an 
earlier paper evidence was presented in 
support of this view (Bancroft-Livingston 
and Neill, 1957). 

In prolonged pregnancy the extent and 
duration of the hypoxia are insufficient to 
stimulate erythropoiesis and haemoglobin 
formation. The relative significance of this 
view is difficult to evaluate, but there is no 
doubt that it merits further investigation. 
Many of the findings presented in previous 
papers purporting to show increased red cell 
production in response to known hypoxia 
are the result of estimations carried out on 
capillary and not on venous blood samples. 
Such apparent increase may be an expression 
of dehydration rather than hypoxia 
(Ringenbach, 1953; Smith, 1951). 

While some of the above explanations may be 
debatable, the fact remains that we have been 
unable to demonstrate a rise in the haemoglobin 
in the cord-bloud of the foetus in either normal 
vaginal deliveries or in those showing foetal 
distress as pregnancy proceeds beyond the 
expected date of delivery. We feel that, taken 
in conjunction with previous published findings 
of normal oxygen levels in cases of prolonged 
pregnancy (Bancroft-Livingston and Neill, 1957), 
our present results of unaltered haemoglobin 
levels under similar conditions favour the view 
that chronic hypoxia is not an important feature 


of prolonged pregnancy. 
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SUMMARY 


(1) One hundred and thirty-four cases of 
vaginal delivery without foetal distress are 
presented, in which it is shown that there is no 
correlation between foetal maturity and haemo- 
globin level. 

(2) Fifty-five cases of vaginal delivery in 
primigravidae with clinical evidence of foetal 
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distress also show no correlation between foetal 
maturity and haemoglobin level. 


(3) It is concluded from this evidence that 
lowering of foetal oxygen beyond term is of 
insufficient severity to be reflected in a rise in 
the haemoglobin level. 

(4) This finding supports the view put forward 
elsewhere that chronic hypoxia is not a major 
feature of prolonged pregnancy. 
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In the neonate the haemoglobin of the erythro- 
cytes is present in two forms, adult and foetal. 
The foetal type, which constitutes about 80 per 
cent of the total haemoglobin in the average 
newborn at term, differs in physiological 
function from adult haemoglobin in having an 
increased affinity for oxygen. 

It has been suggested that, as the foetus 
increases in age and weight, there is a concomi- 
tant reduction in the percentage of its haemo- 
globin present in foetal form (Turnbull and 
Walker, 1955; Abrahamov, Salzberger and 
Bromberg, 1956). It has been further suggested 
that this reduction is a factor in the foetal 
hypoxia that some workers have demonstrated 
in prolonged pregnancy. 

In Parts I and II of this series we have not 
found evidence of foetal hypoxia with increasing 
foetal age, nor have we succeeded in demon- 
strating a rise in total haemoglobin. 

It has therefore seemed necessary to estimate 
foetal haemoglobin in the cord blood specimens 
obtained at normal vaginal delivery. 


METHOD 


Foetal haemoglobin was determined in cord 
blood specimens by a modification (Golden and 
Layton, 1957) of the alkali denaturation 
technique of Singer, Chernoff and Singer (1951). 

By this method the separated, washed erythro- 
cytes are haemolyzed in distilled water and 
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adjusted to represent about 10 g. per cent of 
total haemoglobin: 0-2 ml. of this solution is 
treated for exactly 1 minute with 3-2 ml. 
0-083 N.NaOH. This denatures the adult but 
not the foetal haemoglobin. After | minute, 
denaturation is stopped by the addition of 
acidified half-saturated ammonium sulphate 
solution, following which the solution is mixed 
and filtered. The optical density of the filtrate, 
which represents the foetal haemoglobin, is 
measured on a Unicam SP.500 spectrophoto- 
meter at 542 mu, the figure being corrected by a 
factor of 1-076 for loss of foetal haemoglobin 
during the | minute denaturation period. A 
value for the total haemoglobin is obtained by 
diluting the erythrocyte haemolysate with a 
mixture of the denaturing and stopping reagents 
and clarifying by the addition of saponin. The 
optical density of this solution is measured in 
the same way when 


‘ Optical density of filtrate x 1-076 
deters Optical density of diluted haemolysate 


RESULTS 


The results of cord blood estimations from 
127 normal vaginal deliveries in primigravidae 
are shown in the diagrams below. 

Figure | shows foetal haemoglobin expressed 
as percentage of total haemoglobin plotted 
against the foetal age in days. 
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FOETAL AGE DAYS 


Fic. 1 


Foetal haemoglobin expressed as a percentage of total 
haemoglobin plotted against the foetal age in days. 
Primigravidae, vaginal delivery, no distress. 
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FOETAL HAEMOGLOBIN PERCENTAGE 
ad 


FOETAL WEIGHT (AVOIRDUPOIS) 
Fic. 2 


Foetal haemoglobin expressed as a percentage of total 
haemoglobin plotted against the foetal weight. Primi- 
gravidae, vaginal delivery, no distress. 
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Figure 2 shows the same parameter plotted 
against foetal weight. 

In view of the possibility that an increase in 
total haemoglobin beyond term might occur 
concomitantly with a change in foetal haemo- 
globin, the same findings have been plotted in 
absolute units (grammes/100 ml. haemoglobin) to 
give Figure 3, foetal haemoglobin in grammes/100 
ml. against foetal age in days, and Figure 4, 
foetal haemoglobin in grammes/100 ml. against 
foetal weight. 

Examination of the results represented dia- 
grammatically in Figures 1-4 showed no 
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FOETAL HAEMOGLOBIN (GRAMMES) 


FOETAL AGE IN DAYS 


Fic. 3 
Foetal haemoglobin in grammes/100 ml. plotted against 
the foetal age in days. Primigravidae, vaginal delivery, 
no distress. 


FOETAL HAEMOGLOBIN GRAMMES) 


FOETAL WEIGHT 
Fic. 4 


Foetal haemoglobin in grammes/100 ml. plotted against 
the foetal weight. Primigravidae, vaginal delivery, no 
distress. 


correlation between any of the variables con- 
sidered, by the usual test of significance 
(P<0-05). 


DISCUSSION 


Walker and Turnbull (1955) described the 
examination of 131 cases, and reported an 
increase in adult haemoglobin as a proportion 
of total haemoglobin in the foetus beyond term. 
They adduced this as further evidence for the 
theory of increasing anoxia in prolongation of 
pregnancy. Further weight was lent to this view 
by the findings of Abrahamov et a/. (1956) who 
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reported that the average range of foetal haemo- 
globin in 17 cases of “postmaturity’” was 
55-70 per cent, against an average range of 
80-90 per cent for 100 babies delivered at term 
(Abrahamov et al., 1956). Cottom (1955), on 
the other hand, while finding an average foetal 
haemoglobin somewhat lower in the “post- 
mature”’ as opposed to the foetus delivered at 
term, regarded the difference as insignificant, 
and, more recently, Bromberg and his colleagues 
(1956) have retreated from their original position 
(Abrahamov et al., loc. cit), and, from examina- 
tion of 100 normal babies delivered at term, 
found a range of foetal haemoglobin from 
64-1-95 per cent. In 12 cases of infants born to 
mothers suffering from chronic anoxaemic con- 
ditions, 10 of them had a foetal haemoglobin 
range from 95-100 per cent. 

If it is postulated that foetal haemoglobin is 
produced to enable the foetus to survive the 
relatively hypoxic conditions present in utero, 
then it is tempting to suppose that its proportion 
will mirror the degree of anoxia present. One 
might therefore expect that in response to 
increasing anoxia the foetal component of the 
total haemoglobin would increase. Our findings 
show that the variations of foetal haemoglobin 
levels at different foetal ages and weights are so 
wide as to make any such deductions impossible. 


SUMMARY 
(1) The level of foetal haemoglobin in cord 
blood was measured in 127 cases by an alkali 
denaturation technique. 
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(2) These levels are examined in relation to 
foetal age and weight. 


(3) No correlation was found between foetal 
haemoglobin and either of the other variables. 
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Dr. 
-_ “There is a small but definite risk associated with Table I shows three series from this School. 
n’s we 1955, Gibson reported an incidence of pro- 
in longed pregnancy of 7-4 per cent in 5,000 
maturity” (Gibberd). hospital patients. An unpublished series by one 
Ir is well recognized that many women have of us (C.H.G.M.) showed an incidence of 2-9 
pregnancies prolonged beyond 280 days where per cent in 2,023 private patients. The third 
the calculation has been made by Naegele’s series shows an incidence of 7-7 per cent in a 
method. The published figures, as shown in series of hospital patients for which the writers 
M. Table I, indicate that the incidence of such were given the clinical responsibility and which 
62, prolongation varies from 2-6 to 13-5 per cent. are here reported. 
a It has been stated that prolongation of preg- 
| Peete i nancy in itself results in a number of foetal 
“a A mae * deaths. The cause of these deaths is the subject 
uthor 294 Days 
od, eine of serious divergence of opinion. Walker (1954) 
niin eet Gee (1954) 2-6 and others believe that the increasing hypoxia, 
th., Macafee (1956) be 2-9 which they claim to have demonstrated as the 
, Latto (1951) 3+7 foetus approaches and passes full-term, is the 
Dis. ae + major cause of these deaths. On the other hand, 
— Browne (1957) draws attention to the increased 
Royal Maternity Hospi, Bul Belfast 7-7 incidence of mechanical difficulties, a feature also 
McKeown and Gibson (1952) 8-9 stressed by Nesbitt (1957). 
Racker et al. (1953) 9-1 That there is a real problem is suggested by the 
Kortenoever (1950) 13-5 results shown in Table II. Many of these figures, 
II 
Comparison of Stillbirth Rates 
Namiber of Stillbirth Rate (per cent) 
Criterion of 
Author — Mature Postmature Postmaturity 
Cases Cases 
Latto (1951) 171 5-2 194+ 
McK iddie (1949) .. 1,642 1-3 2°8 287+ 
Clayton (1941) 455 4-25 6-15 294+ 
Racker et al. (1953) 149 1-54 8-72 294 
Gibson (1955) 350 2-54 $1 294+ 
Hamilton (1950) .. 171 8-2 291+ 
7 2c 


however, have probably been taken in retrospect 
from hospital reports and their validity must 
therefore be questioned. 

The clinical impression of one of us 
(C.H.G.M.) has been that mechanical difficulty 
is more likely to cause trouble than anoxia. To 
allow us to assess the problem our colleagues 
have generously given us the clinical responsi- 
bility of all cases going more than 7 days past 
their calculated date. For this opportunity we 
wish at this stage to express our thanks. 

Although the earlier papers on this subject 
from this Department have not substantiated 
the view that hypoxia is a common occurrence in 
prolonged pregnancy, we approached this 
clinical investigation in a purely objective 
fashion. This was necessary because at the begin- 
ning there was some difference of opinion 
between us, and all the investigations were 
proceeding simultaneously. 

We have been struck with the difficulty of 
deciding when a pregnancy has exceeded 280 
days, for the following reasons: 

(1) Uncertainty of date of last menstrual period. 

(2) Prolonged menstrual cycle. 

(3) Irregular periods, e.g., the patient may have 
a menstrual loss for one week with a cycle 
which varies from 21-42 days. 


The patients in these categories have been 
eliminated and therefore our incidence of 7-7 
per cent shown in Table I is minimal. All patients 
included in the series have been certain of their 
last menstrual period and were personally inter- 
viewed by one or both of us. 

We consider that it is a great advantage if the 
patient has been examined in the first 12 weeks 
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of pregnancy, as additional evidence of its 
duration is thereby provided. We have found 
that the date of quickening is of no value unless 
it confirms the expected date of delivery as 
previously calculated. 


INCIDENCE 


During the year under review 1,852 confine- 
ments took place of which 386 (21-0 per cent) 
exceeded 287 days. Of these 386 cases 143 (7-7 
per cent) exceeded 294 days (Table III). 

This incidence corresponds closely to that 
published by Clayton (1941) and Gibson (1955) 
(Table I). 


STILLBIRTHS 


In the series of 1,852 cases 81 stillbirths 
occurred (4-4 per cent). Among the patients who 
exceeded 287 days there were 10 stillbirths, and 
of 144 who exceeded 294 days 6 stillbirths 
occurred ‘*-2 per cent). There was one con- 
genital abiiormality (gross cardiac defect) in- 
compatible with life giving a corrected figure of 
3-5 per cent. This figure compares favourably 
with those of other writers, and, as will be 
discussed, can be improved. The details of the 
stillbirths in each group are shown in Table IV. 

It will be noted that intra-uterine death of 


- doubtful origin occurred in 17 cases in patients 


delivered up to 287 days. Had such cases 
occurred after 287 days ‘“‘postmaturity” and 
hypoxia would undoubtedly have been blamed. 
Incidentally, these 17 deaths all occurred before 
280 days. The other deaths in column ‘‘A” are 
self-explanatory. 


Taste 
Royal Maternity Hospital, Belfast: July, 1956-June, 1957 
(Percentages in brackets) 
Stillbirths Neonatal Deaths 
1. Total deliveries dn di 1,852 81 (4-4) 40 (2-1) 
2. 287-294 days .. - 243 (13-5) 4 (1-6) 5 (2-0) 
3. 294+ days 143. (7-7) 6 (4-2) 5 (3-5) 
Total - aa ae 386 Corrected 3-5 per cent Corrected 0-7 per cent 


8 Ss 
1 
i 
| 
7 


ne- 
nt) 
7-7 


hat 
55) 


STUDIES IN PROLONGED PREGNANCY 9 
Tasie IV 
Stillbirths 
Royal Maternity Hospital, Belfast: July, 1956—June, 1957 
A. B. Cc. 
Up to 287 days (67) 287-294 days (4) 294+ days (6) 
Intra-uterine death or Intra-uterine death 2 Intra-uterine death “3 
(doubtful aetiology) (doubtful aetiology) (doubtful aetiology) 
Abnormal foetus .. tise 13 Rupture of uterus 1 Abnormal foetus .. - 1 
Accidental haemorrhage . . 13 Prolapse of cord .. 1 - Accidental haemorrhage .. 2 
Erythroblastosis .. 8 
Pre-eclampsia 13 
Intracranial haemorrhage 2 
Prolapse of cord .. a 1 


Uncertain Menstrual History (4) 


2. 
4 


. P.: Intra-uterine death after 28 hours in labour. Forceps delivery. 8 pounds 15 ounces. No meconium. 

. M.: 50 hours in labour. Forceps delivery. Baby alive until moment of delivery. 8 pounds. No meconium. 
M.: 16 hours in labour. Prolapsed arm. Decapitation. 6 pounds 7 ounces. No meconium. 

. P.: 14 hours in labour. Prolapsed thin cord. Meconium+ + + +-. 8 pounds. 


There are two cases in column ‘“*B” where the 
circumstances suggest that “‘postmaturity” and 
hypoxia might have been factors. 


(1) Mrs. S.J., primigravida, aged 30. 289 days. Spon- 
taneous onset of labour with irregular uterine con- 
tractions. Meconium appeared 45 hours before delivery 
and following intramuscular injection of 3 mns. pitocin 
the foetal heart could not be heard. Forceps delivery 30 
hours later. Total labour 78 hours. 


In this case the use of intramuscular pitocin 
was unwise and was probably the cause of foetal 
death. 


(2) Mrs. R.S., primigravida, aged 30. 292 days. Spon- 
taneous onset of labour lasting 42 hours. Foetal heart not 
heard after 33 hours, associated with meconium-staining. 
Forceps delivery. Infant, 7 pounds 14 ounces. Post- 
mortem showed changes characteristic of asphyxia. 


In reviewing these two cases it is obvious that 
delivery by Caesarean section at an earlier stage 
should have been considered. The indication, 
however, in both cases would have been uterine 
inertia, and not “‘postmaturity”’. 


In column *“‘C”’ there are three such cases: 


(1) Mrs. O.B., primigravida, aged 31. 300 days. Spon- 
taneous onset of labour which lasted 8} hours. Foetal 
heart not heard on admission. Normal delivery. Stillborn 
baby weighing 8 pounds 13 ounces. No meconium. 

(2) Mrs. A.H., primigravida, aged 30. 302 days. Spon- 
taneous onset of labour after normal antenatal period. 
Artificial rupture of membranes 15 hours after onset. 
Meconium+ +. Foetal heart not heard after 33 hours. 
Craniotomy. Weight 8 pounds | ounce. 


(3) Mrs. E.G., aged 41, 294 days. Two previous intra- 
uterine deaths at 40 weeks. Positive W.R. Spontaneous 
onset of labour. Baby died 6 hours before onset of labour. 
Labour lasted 6 hours. Normal delivery. Meconium+ +. 
Weight, 7 pounds 12 ounces. 

In the case of Mrs. A.H., Caesarean section 
should have been considered as there was 
definite disproportion. 

Mrs. E.G. This case was an example of the 
danger of multiple responsibility and error of 
judgment. Two different house officers failed to 
recognize the danger of an intra-uterine death 
at term being repeated, especially in a patient 
who had been treated for syphilis. On this 
occasion she should have had labour induced at 
38 weeks. 

The other deaths in columns “B” and “‘C” 
cannot in any way be attributed to postmaturity. 

There are 4 cases where a stillbirth occurred in 
patients where the menstrual history was so 
doubtful that they cannot be placed in any of the 
above groups. In 2 the cause of death could not 
be the result of ‘“‘postmaturity”. In one case a 
neglected shoulder presentation in a non-booked 
admission was responsible, and in the second 
a prolapsed cord occurred in a primigravida 
admitted as a booked case. 

In the primigravid patient with the intra- 
partum death there was no obvious cause, and 
the same applies to the multipara where the baby 
died just before delivery. In the latter case 
asphyxial changes were found at autopsy. 
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TABLE V 
Neonatal Deaths 
Royal Maternity Hospital, Belfast: July, 1956—June, 1957 


A. 
Up to 287 days (35) 


287-294 days (0) 


294 days+- (5) 


Prematurity and/or Nil 


Pre-eclampsia 
Infection 
Abnormal foetus .. 

Rh. incompatibility 
Intracranial haemorrhage 


Abnormal foetus .. “ 4 
Trauma* 


* See text. 


NEONATAL DEATHS 


We would draw attention to the number of 
abnormal foetuses in patients over 294 days. 

In column “*C”’ Table IV one patient lost her 
baby at the end of the first stage of labour. The 
foetal heart became grossly irregular and copious 
meconium was passed. Fortunately, the foetal 
heart stopped suddenly before Caesarean section 
could be carried out as post-mortem examination 
demonstrated gross cardiac septal defects in- 
compatible with life. 

Five neonatal deaths shown in column “*C” 
Table V occurred after pregnancies lasting over 
294 days. Four of these foetus were abnormal. 
One, an anencephalic, was recognized before 
delivery. Such cases tend to go well beyond the 
calculated date. The other 3 abnormalities were 
not recognized before delivery. These patients, 
like the one in column “‘C” Table IV mentioned 
above, were fortunate to escape Caesarean 
section. These 5 cases illustrate one of the pitfalls 
of the prevalent attitude to prolonged pregnancy. 

The case referred to as “‘trauma’”’ was a primi- 
gravida of 26 at 304 days. Labour began spon- 
taneously and progressed rapidly, the patient 
being in the second stage at the end of 8 hours. 
The case appeared to be progressing so satis- 
factorily that neither of the writers was sum- 
moned. As there was some delay when the head 
was showing forceps were applied. Unexpected 
difficulty was encountered in the delivery, 
especially with the shoulders, and the bab™ 
weighing 104 pounds survived only a few hours. 
At post-mortem there was no evidence of intra- 
cranial haemorrhage. 


This case illustrates one of the dangers—in 
our opinion the main danger—of prolonged 
pregnancy. We feel that the increasing size of 
the baby in prolonged pregnancy increases the 
risk of mechanical difficulty (Table VI). 


TABLE VI 

Number Average 

Days of Weight 

Cases (pounds) 
—21 33 6-3 
—14 61 6°5 
—7 120 6:9 
E.D.D. 195 7-4 
+7 185 7°5 
+14 78 8-5 
+21 20 8-3 
All over 21 days le 80 8-3 


(By kind permission of the Editor of the British Medical 
Journal and Mr. G. B. Gibson.) 


That this risk does exist is suggested by the 
figures in Table VII. 


TasLe VII 
Prolonged Pregnancy 
Royal Maternity Hospital, Belfast: July, 1956-June 1957 
tages in brackets) 


Total deliveries ..  .. 1,852 


294 days or over ‘ 144 (7-7) 
Foetal loss (S.B. and N.N.D.)_ 11 (7-7) 
Corrected foetal loss 6 (4-2) 
Methods of 

Normal . > 89 (62) 
Forceps . 46 (32) 
Caesarean section 9 (6) 
Prolonged labour (24 hours) . 33 (23) 


(Meconium was present in 18 of 
these cases) 
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It will be noted that forceps delivery was 
indicated in 32 per cent of those cases going over 
294 days, and that the Caesarean section rate in 
the same group was 6-0 per cent. This compares 
with the overall hospital forceps rate of 15-6 per 
cent. The Caesarean section rate is no higher 
than the overall figure for the hospital. Pro- 
longed labour is also a feature of these cases. It 
will be noted that 33 cases (23 per cent) had a 
labour which lasted more than 24 hours, and in 
18 of these meconium was present for varying 
periods of time. As the average duration of 
labour for primigravidae in the hospital is 16-9 
hours, prolongation up to or beyond 24 hours is 
significant. 


MANAGEMENT 


In the management of these cases a basic 
requirement is a certainty of the date of the last 
menstrual period. We feel that when a patient 
has passed her calculated date by 14 days a 
decision regarding treatment has to be made. 
At this stage there may be certain clinical 
features worthy of careful note. Maternal girth 
may be stationary, increased or decreased. 
Where the girth is increasing one can conclude 
that the uterine contents are not diminishing in 
size. In the absence of hydramnios it is reason- 
able to assume that placental function is 
adequate and the foetus continues to grow. 
These are the cases in which mechanical diffi- 
culty might arise, but one has the satisfaction 
of being warned of such a possibility. The 
significance of stationary girth is difficult to 
assess; where it is diminishing ore is anxious 
about the efficiency of placental function, not so 
much on account of anoxia but because of the 
other metabolic activities carried out by this 
organ. 

Increase in maternal weight after the 40th 
week may be indicative of incipient toxaemia. 
In the absence of toxaemia it is a reassuring 
feature. A falling maternal weight should attract 
attention as we believe it is an indication that 
the patient is at least at term. Whether it 
indicates anything more serious is doubtful. 

It would appear from our investigations and 
clinical trial that disproportion plays a not in- 
considerable part in cases of prolonged preg- 
nancy. As a result of this experience we feel it is 
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essential that a careful assessment of the relation- 
ship of the foetal head to the maternal pelvis 
should be made. We therefore make it a practice 
to carry out a vaginal examination on these 
patients at the beginning of the 43rd week. If 
the findings reveal no abnormality and the cervix 
is unfavourable no further treatment is carried 
out. An unfavourable cervix suggests to us that 
the pregnancy is not prolonged. Where the head 
is not engaged in the brim the interpretation of 
the condition of the cervix is more difficult as 
failure to “‘ripen’’ may be a feature of cephalo- 
pelvic disproportion. If the cervix is taken up or 
dilated and there is any suggestion of dis- 
proportion the forewaters are ruptured, if the 
head can be pushed into the brim. Where the 
head is high we prefer that the patient should 
come into labour spontaneously partly to avoid 
the risk of prolapsed cord and partly a prolonged 
induction-delivery interval. 

The place of pitocin in induction of labour in 
cases of prolongation of pregnancy must be 
carefully considered. Until recently it has been 
our custom to leave the patient for 24 hours after 
artificial rupture of membranes before con- 
sidering pitocin by either the intramuscular or 
intravenous route. In our experience a pitocin 
drip is a much safer method of administering 
this drug as the intramuscular route may be 
associated with unexpectedly severe uterine 
contractions sufficient to cause embarrassment 
or even death of the baby. Recently we find it 
difficult to justify a delay of more than 12 hours. 


MECONIUM 


At artificial rupture of the membranes 
meconium may be found. We are unable to agree 
with the view expressed by Walker (1954), 
Resnick (1955) and others that in such cases the 
foetus is in serious danger and demands im- 
mediate delivery. In these circumstances the 
presence of meconium causes us more anxiety 
than its appearance during labour, but provided 
the foetal heart is undisturbed we persist in our 
conservative attitude. We believe that there are 
reasons other than placental insufficiency which 
cause the passage of meconium. 

The external appearance of meconium in 
labour depends on a number of factors, the 
most important of which is the close application 
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of the foetal head to the lower uterine segment. 
When this is the case meconium passed by the 
foetus many hours earlier may not be obvious 
until delivery is complete. 

The significance of the presence of meconium 
at artificial rupture of membranes or du-ing 
labour has, in our opinion, been erroneously 
interpreted as resulting from foetal hypoxia due 
to placental insufficiency. We certainly have seen 
meconium as the result of hypoxia, but it was 
due to compression of the cord either as the 
result of prolapse or extreme shortening, not 
primarily to placental insufficiency. 

There are certain factors which make the 
interpretation most difficult: 


(1) The external evidence of meconium depends, 
as already mentioned, on the closeness of 
application of the foetal head to the lower 
uterine segment and maternal pelvic tissues. 


(2) Its amount and character are influenced by 
the volume of liquor amnii, the speed with 
which it drains and the total amount of 
meconium passed by the foetus. 


(3) The above-mentioned factors make it im- 
possible in most cases to determine when the 
meconium was actually passed by the foetus. 

(4) Sudden intra-uterine death is in many cases 
associated with an unstained liquor amnii. 

The condition of the foetal heart in association 
with the appearance of meconium during labour 
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is the feature which influences our subsequent 
treatment. The presence of meconium in the 
second stage of labour is responsible for the high 
incidence of forceps delivery as shown in Table 
VII. 

In some of these cases where the baby was 
lost, the presence of meconium was incidental 
and had no bearing on the foetal outcome. One 
patient ruptured her uterus after one hour in 
labour, and a little meconium-staining was 
noticed just before Caesarean hysterectomy was 
carried out. Another was given 3 minims of 
pitocin by the intramuscular route after 45 
hours in labour when the foetal heart stopped. 
The case (Mrs. S.J.) has been referred to above. 
In one patient the foetal heart was not heard the 
day before labour commenced, and another 
showed gross congenital cardiac defects. 

There were, however, 3 cases in which labour 
was very markedly prolonged, and in 2 of these 
the foetal heart rate showed occasional variation. 
In the third the foetal heart was not heard on 
admission to hospital. In 2 further cases there 
was evidence of cephalo-pelvic disproportion; 
the first was a very difficult forceps delivery 
followed by neonatal death (mentioned above), 
and the second required craniotomy after a 
labour lasting 33 hours and the foetal heart 
stopping after 15 hours. 

We believe that Table VIII supports our 
attitude to the presence of meconium during 


Taste VIII 
Meconium Associated With Delivery 
Royal Maternity Hospital, Belfast: July, 1956—June, 1957 
(Percentages in brackets) 


Meconium present: 171 cases 
Less than 30 minutes before, or at delivery 
From 30 minutes—1! hour before delivery 
From 1 hour-6 hours before delivery 
From 6 hours-24 hours before 
More than 24 hours .. Be 
Not in labour . 
Methods of detivery: 
Normal 
Forceps 
Caesarean section . 
Foetal loss: 
Stillbirths .. 
Neonatal deaths . 
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labour. Its presence may indicate an earlier 
episode of foetal hypoxia, but if the foetal heart 
is undisturbed we adopt a conservative line of 
treatment. When meconium appears in a pro- 
longed labour cephalo-pelvic disproportion must 
be excluded as Caesarean section may be the 
correct method of treatment. In the absence of 
disproportion it is only the occasional case which 
will give rise to anxiety but careful observation 
of the foetal heart is essential, and if necessary 
a forceps delivery to shorten the second stage. 
The above advice of course is applicable regard- 
less of the maturity. 

Thirty-four (20 per cent) of these babies 
required energetic resuscitation including, in 
many cases, laryngoscopy, intubation and 
positive pressure insufflation, providing further 
evidence for our contention that the passage of 
meconium is in many cases a problem in 
resuscitation rather than operative obstetrics. 

We rarely consider the presence of meconium 
as the only indication for Caesarean section. In 
the majority of cases the best interests of the 
baby are served by delivery per vias naturales. 
To deliver a baby by the abdominal route out 
of a medium of thick meconium, may prove 
disastrous as it adds seriously to the problem 
of resuscitation. 


DISPROPORTION 


Our attitude towards prolonged labour in 
these cases has been influenced by the fact that 
the average duration of labour has significantly 
diminished over the years. 


TaBLe IX 
Year Primigravidae Multigravidae 
Private Cases 
Hours Minutes Hours Minutes 

1938-1939 — 33 8 39 
1940... 37 8 50 
8 8 32 
1951-1952 i ee 6 9 3 
1953-1954 - 52 4 40 

Hospital Cases 
1938 50 11 4 
26 10 57 
1954... — 52 10 45 


This records the duration of labour of a 
series of private and hospital cases. The diminu- 
tion in the duration of labour in the hospital 
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series is striking especially in view of the fact 
that a large number of abnormal cases are 
necessarily included. 

As a result of the foregoing facts we regard 
labour as being prolonged at an earlier stage 
than might be accepted in other schools. We 
share the view expressed by Jeffcoate (1950) that 
a diagnosis of primary uterine dysfunction 
should never be accepted until the possibility of 
cephalo-pelvic disproportion has been excluded. 
A primigravida who is not approaching the 
second stage at the end of 12 hours must be 
carefully re-examined, especially where the 
pregnancy has exceeded 294 days. 

It is well recognized that prolonged labour in 
the presence of disproportion may interfere with 
placental function. For this reason the progress 
of labour should be carefully observed and 
failure of the presenting part to advance should 
be an indication for Caesarean section. 

Clifford (1954) has described a “‘postmaturity 
syndrome” in the neonate which he divides into 
three stages. In our experience this “‘syndrome”’ 
is extremely rare. We also feel that Clifford has 
been extremely unfortunate with his cases of 
“‘postmaturity”. To quote: “In a primigravida, 
26 years of age and over, one in every three 
babies died either in utero or after birth.” 


DISCUSSION 


From the studies already published in Part I 
(Bancroft-Livingston and Neill, 1957) and 
Part II (Bancroft-Livingston and Fisher, 1958) 
we conclude that the role of hypoxia in pro- 
longed pregnancy has been over-emphasized. 
Our findings in these respects support the work 
published by Marks, Gairdner and Roscoe 
(1955) and Rooth and Sjéstedt (1955) and make 
it difficult for us to subscribe to the views 
expressed by Walker which have gained. recent, 
but not unqualified, support from MacKay 
(1957). 

We cannot therefore agree with Walker’s 
recommendations for the treatment of prolonged 
pregnancy which have gained such wide accep- 
tance. We would go farther and state that we 
think they are dangerous. Routine induction of 
labour 5-7 days after the calculated date is in 
our opinion meddlesome midwifery. We also 
find ourselves unable to share his fears over the 
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danger of increasing maternal age, especially to 
the primigravida (see Bancroft-Livingston and 
Neill, 1957). 

In spite of our views we do not wish to ignore 
entirely the problem of prolonged pregnancy. 
Mechanical difficulty can constitute a serious 
threat. One cannot ignore the psychological 
trauma to the patient that may result from either 
fear or “‘treatment” of prolonged pregnancy. 

For many years it has been the custom of one 
of us (C.H.G.M.) to ignore Naegele’s method of 
calculating the expected date of confinement. 
The alternative method has been to calculate 
from the last day of the last menstrual period. 
The difference between these two methods of 
calculation depends on the duration of the 
menstrual loss. In a review of 2,023 cases seen 
privately by one of us (C.H.G.M.) where the last 
menstrual period was accurately known both 
methods of calculation were carried out and are 
shown as superimposed graphs in Figure 1. 


CASES 


NUM BER OF 


“25-20 -IS -§ *5 +10 +15 +20 +25 
—NAEGELE’S CALCULATION 
*---SECOND CALCULATION 

Fic. 1 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


It is obvious that the second method of calcu- 
lation allows fewer patients to exceed the 
expected date of delivery. The figures presented 
in Table X show the results of this series, and 
had the importance of mechanical difficulty in 
prolonged pregnancy been fully appreciated at 
the time the results would have been even better. 


TasLe X 
Private Cases—C.H.G.M. 
Number of confinements 2,023 
Stillbirths 16 (0-8 per cent) 
Neonatal deaths... 28 (1-4 per cent) 
(Foetal abnormalities 1 S.B. 
13 N.N.D.) 


If a method of calculation can relieve the 
patient of the worry of going over her calculated 
date, can reduce the incidence of prolonged 
pregnancy, the risk of induction of labour on 
account of a hypothetical danger to the baby, 
and relieve the attendant of repeated enquiries 
from anxious relatives, it is worth adoption 
provided it is safe for mother and child. If this 
method of calculation does what is suggested 
above—and we believe it does—then the signifi- 
cance of “‘postmaturity’’ must be small indeed. 


SUMMARY 


(1) A series of 386 cases of prolonged preg- 
nancy for which the writers had personal 
responsibility is reported. 

(2) The incidence of prolonged pregnancy in 
the light of the recent literature is discussed. 


(3) The findings here reported would suggest 
that mechanical difficulty plays an important 
part in prolonged pregnancy. 

(4) Work already published from this Depart- 
ment failed to support the thesis of hypoxia 
associated with prolonged pregnancy. 


(5) The appearance of meconium is a danger 
which has been over-emphasized. 


(6) Stillbirths and neonatal deaths compare 
favourably with those previously reported in 
spite of the fact that routine induction of labour 
did not figure in the treatment. 


(7) The management is briefly discussed and 


emphasis is laid on the danger of prolonged 
labour. 
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HOSPITAL IN-PATIENT ENQUIRY 


Study of 10,145 Discharges or Deaths from Maternity Departments during 1954 


Roma N. CHAMBERLAIN, M.B., D.Obst.R.C.0.G., D.C.H., C.P.H. 


BY 


Medical Officer 
Ministry of Health 


In 1949 the Ministry of Health and the General 
Register Office began an enquiry into the con- 
ditions for which patients were admitted to 
hospital. Information was collected on every 
discharge or death from a limited number of 
hospitals. In 1954 a preliminary report was 
published on the 1949 figures. In 1955 a further 
study was made on the two years 1950 and 1951, 
but the maternity departments were not in- 
cluded. Following a pilot survey in 1952, a 
modified enquiry on a sampling basis was 
introduced in 1953, and details were collected 
of a 1 in 10 sample of discharges and deaths 
throughout the country. Since then the enquiry 
has greatly expanded and as a result of the 
experience gained, some improvements have 
been introduced, so that it is hoped it will be 
possible to publish a detailed report for 1955. 
As the statistics collected for 1954 would not 
otherwise be published it was thought that a 
simple analysis of the cases admitted to obstetric 
beds might be of interest. 

The proportion of hospitals taking part in the 
enquiry varied in the different regions. If a 
complete | in 10 sample of all deaths and 
discharges throughout the region is regarded as 
100 per cent, Table I shows the proportion of 
this potential sample for which information was 
available from each region in 1954. 

The enquiry, based on a 10 per cent sample of 
cases discharged from the participating hospitals, 
covered approximately 2 per cent of all cases 
discharged from hospitals in England and Wales 
during the year. By comparing the number of 
obstetric cases received with the figures obtained 


7 Regional Dis:ribution of Cases 


I 


Available Proportion of the 


Potential ! in 10 Sample 


Regional 


Regional Hospital 
Board Hospital Teaching 
Board Hospitals 
Hospitals (Per cent) 
(Per cent) 
Newcastle 27 100 
Leeds .. 8 100 
Sheffield 15 None 
E. Anglian me 43 100 
N.W. Metropolitan .. 18 | 
N.E. Metropolitan .. 6 | 40 
S.E. Metropolitan 7 
S.W. Metropolitan .. None 
Oxford .. 3 None 
S. Western aad a 61 100 
Wales .. 18 100 
Birmingham .. None 100 
Manchester .. 18 74 
Liverpool 5 None 


from the Ministry of Health statistical returns 
it was found that the obstetric cases in the 
enquiry represent 2 per cent of all cases dis- 
charged from obstetric beds during 1954. 


ANALYSIS OF MATERNITY CASES 


The analysis is based on 10,145 discharges 
(including deaths) from maternity units which, 
being a 10 per cent sample, represents just over 
100,000 women. Table II shows the proportion 
of discharges from the different types of 
maternity units taking part in the enquiry com- 
pared with the distribution of discharges from 
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all maternity units in England and Wales as 
shown in the Ministry of Health statistical 
returns. 


TABLE II 
Proportion of Deaths and Discharges 


In-patient England 


Type of Hospital Enquiry and Wales 

‘ a: (Per cent) (Per cent) 
Teaching Obstetric ‘5 20-8 9-5 
R.H.B. Obstetric 72-9 
G.P. Units 6-3 12-6 
Total .. 100-0 100-0 


To simplify analysis the cases have been 
divided into three categories: 

(1) Women admitted for antenatal care only 
and who were discharged or died before delivery. 
There were 1,167 cases in this group, i.e., 12 per 
cent of the maternity group. 
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(2) Women delivered in hospital who may or 
may not have received in-patient antenatal care 
immediately prior to delivery. There were 
8,802 cases in this group, i.e., 87 per cent of the 
maternity group. 

(3) Women admitted either during the puer- 
perium or after completion of the 2nd stage of 
labour. Among this group are patients admitted 
during the third stage of labour, and transfers 
from other hospitals. There were 176 cases in 
this group, i.e., 1 per cent of the maternity 
group. 

Cases have been classified throughout accord- 
ing to the International Statistical Classification 
of Diseases, Injuries and Causes of Death. 
Slight modifications have been made in order 
to include conditions such as normal pregnancy 
and false labour for which there is no specific 
provision in the International Statistical Classi- 
fication. 


TAaBLe III 


Cases which Received Antenatal Care only Showing the Distribution of the Main Diagnosis and the Number With a 
Secondary Diagnosis 


No. in Each Main 


Cases With 
Main Diagnosis Diagnostic Group a Secondary 
No. Diagnosis 
A: 
1. Normal pregnancy 64 5-5 4 
2. Normal pregnancy, false labour 287 24°6 _- 
B: Diseases associated with pregnancy and childbirth: 
3. Anaemia . . 37 3-2 3 
4. Rheumatic fever and diseases of the heart 16 1-4 2 
5. Abdominal pain - 10 0-9 — 
6. Other associated conditions 69 5-9 8 
C: Diseases due to pregnancy: 
7. Pyelitis and pyelonephritis 19 1-6 2 
8. Other urinary tract infection .. 17 1-4 1 
9. Hyperemesis gravidarum 53 4-5 7 
10. Toxaemia of pregnancy 330 28-3 18 
11. Antepartum haemorrhage 84 7:2 4 
12. Anaemia of pregnancy . 11 0-9 -- 
13. Malposition including breech and version 82 7-0 3 
14. Threatened abortion 23 2-0 — 
15. Hydramnios : 10 0-9 2 
16. Rhesus incompatibility noted during pregnancy 13 1-1 4 
17. Postmaturity specified in relation to the mother ™4 2-1 2 
18. All other complications of pregnancy 18 1-5 2 
Total 1,167 100-0 62 
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TaBLe IV 
Cases Delivered in Hospital Showing the Distribution of Main Diagnosis and Those With a Secondary Diagnosis 


No. in Each Main 


Cases With 
Main Diagnosis Diagnostic Group a Secondary 
No. Per cent Diagnosis 
A: 
1. Normal Ist and 2nd stage : 6,324 71-9 _ 
B: Diseases associated with pregnancy and childbirth: 
2. Tuberculosis including after-care 16 0-2 2 
3. Anaemia .. 35 0-4 9 
4. Rheumatic fever and diseases of the heart 35 0-4 10 
5. Hypertension ss , 11 0-1 3 
6. Other associated conditions 68 0-8 15 
of pregnancy and childbirth: 
7. Urinary infections 19 0-2 6 
8. Toxaemia of pregnancy not including hyperemesis gravidarum 844 9-6 162 
9. Abortion and other of pregnancy 24 0-3 4 
10. Placenta praevia .. 57 0-6 9 
11. Other ante-partum haemorrhage 154 1-7 30 
12. Abnormality of the bony pelvis 56 0-6 16 
13. Breech presentation , 180 2-0 20 
14. Other malposition of the foetus fs 183 2:1 47 
15. Disproportion without mention of contracted pelvis or mal- 
position il 75 0-9 10 
16. Prolonged labour of other origin “a 371 4-2 11 
17. Foetal distress without mention of cause 66 0-8 4 
18. Hydramnios 30 0-3 6 
19. Rhesus incompatibility 46 0-5 5 
20. Postmaturity specified in relation to mother . 132 1-5 7 
21. Other complications of childbirth ite 76 0-9 6 
Total 8,802 100-0 382 


Patients Admitted for Antenatal Care Only 


Table III gives details of the main diagnosis 
where there were 10 or more cases. The number 
of cases with a secondary diagnosis is shown 
against each main diagnosis. Individual secon- 
dary diagnoses are not given as the numbers are 
too small, for in no instance did any combination 
of a main and a secondary diagnosis exceed 10. 

As might be expected, the highest percentage, 
i.e., 28 per cent of the patients, suffered from 
toxaemia of pregnancy, but that an almost equal 
percentage, i.e., 25 per cent, should have been 
admitted for false labour is somewhat surprising. 
This is about 3 per cent of all the discharges and 
deaths from obstetric units. 


Cases Delivered in Hospital 
Table IV gives the details of the main diagnosis 


where there were 10 or more cases. The numbers 
of cases with a secondary diagnosis are shown 
against the main diagnosis. 

A more detailed analysis is given in Table V 
of conditions where a combination of a main and 
a detailed secondary diagnosis occurred in more 
than 10 cases. 

As might be expected a high proportion of 
cases of malposition of the foetus also had pro- 
longed labour. This however is not true of 
breech deliveries. The figures are small, but 
4 per cent of the total number of breech 
deliveries had a secondary diagnosis of pro- 
longed labour compared with 19 per cent for 
other malpositions. 

Table VI shows the number of cases according 
to the main diagnosis in which post-partum 
haemorrhage and retained placenta was 
recorded. 
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TABLE V 
osis Cases Delivered in Hospital. Details of the Secondary Diagnosis in Certain Main Diagnostic Groups 
Di 
Contracted 
Pelvis, Dis- No 
Main Diagnosis Toxaemia proportion sae ged Associated Total 
or Diagnosis 
Malposition 
Per Per Per Per Per 
No. No. No. No. No. 
B.2-6: Diseases associated with preg- 
nancy and childbirth oi 8 5 11 7 8 5 126 76 165 100 
C.8: Toxaemia excluding hyperemesis 
gravidarum — “= 65 8 47 6 682 81 844 100 
14. Malposition of foetus excluding 
breech presentation ca 2 1 3 2 34 19 136 674 183 100 
All cases delivered in hospital 113. 1-3 68 0-8 8.420 96 8,802 100 
TABLE VI 
Cases Delivered in Hospital. Incidence of Retained Placenta and/or Post-partum Haemorrhage for Each Main Diagnosis 
Cases With Retained 
Placenta and/or Post- 
Main Diagnosis Total partum Haemorrhage 
No. Per cent 
A: 
1. Normal Ist and 2nd stage = 256 4 
B: Diseases associated with a and childbirth: 
2. Tuberculosis is 16 1 6 
3. Anaemia .. 35 2 6 
rs 4. Rheumatic fever and diseases of the heart = a $a “ 35 2 6 
6. Other associated conditions aia aa 68 3 4 
V of pregnancy and childbirth: 
d 7. Urinary tract infections .. er 19 1 5 
e 8. Toxaemia of pregnancy excluding hyperemesis sravidarum fe 844 43 5 
9. Other complications of 24 7 29 
10. Placenta praevia .. 57 1 2 
11. Other ante-partum haemorrhage 154 9 6 
12. Abnormality of bony pelvis... 56 4 7 
of 13. Breech presentation 180 12 7 
it 14. Other malposition of the foetus ‘ 183 12 7 
h 15. Disproportion without mention of contracted | pelvis or malpostion 75 —- — 
16. Prolonged labour of other origin fe 371 29 8 
17. Foetal distress (without mention of cause) .. .. .. 66 1 2 
19. Rhesus incompatibility 46 5 
g 20. Postmaturity specified in relation to mother . “a Ae ad 132 6 5 
21. Other complications of childbirth 76 — 
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Although the largest number of cases of post- 
partum haemorrhage and retained placenta 
occurred after a normal first and second stage, 
it is proportionately more common for these 
conditions to follow a complicated delivery. 
The individual figures are very small and no 
conclusions can be drawn from them. Further 
studies in later years may show whether the 
apparently higher incidence of retained 
placenta and post-partum haemorrhage follow- 
ing cases of rhesus incompatibility and 
hydramnios, is in fact a real one. 

Table VII shows the incidence of puerperal 
complications. Table VIII is a shortened version 
to show the detailed causes of the complications. 

Although the largest number of women with 
complications of the puerperium have had a 
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normal delivery, only 8 per cent of the women 
with a normal Ist and 2nd stage labour had a 
puerperal complication compared with 16 per 
cent of the remaining cases. Excluding tubercu- 
losis as the number is too small, postmaturity 
is the only abnormality which does not show a 
greater proportion of puerperal complication 
than that following normal deliveries. Placenta 
praevia has the highest rate of puerperal com- 
plications and although the figures are very 
small, there is some indication that this is due 
to an increase in sepsis and anaemia. Prolonged 
labour, disproportion and malposition of the 
foetus all show an increased sepsis rate but the 
proportion following breech presentation is 
only slightly raised above that after normal 
delivery. 


TaBLe VII 
Cases Delivered in Hospital Showing the Incidence of Puerperal Complications for Each Main Diagnosis 


Cases With Puerperal 
Main Di : Total Complications 
No. Per cent 
A: 
1. Normal delivery .. = ‘ia 6,324 513 8 
B: Diseases associated with pregnancy and childbirth: 
2. Tuberculosis 16 1 6 
3. Anaemia .. 35 4 ll 
4. Rheumatic fever and diseases of the heart 35 5 14 
5. Hypertension 11 3 27 
6. Other associated conditions ‘ 68 14 21 
C: Complications of pregnancy and childbirth: 
7. Urinary tract infections ‘a 19 5 26 
8. Toxaemia of pregnancy not including hyperemesis gravidarum - 844 129 15 
9. Abortion and other complications of pregnancy 24 
10. Placenta praevia .. 57 18 32 
11. Other ante-partum haemorrhage 154 25 16 
12. Abnormality of bony pelvis 56 10 18 
13. Breech presentation : 180 20 il 
14. Other malposition of foetus aa 183 38 21 
15. Disproportion without mention of contracted pelvis « or malpostion 75 11 15 
16. Prolonged labour of other origin ‘ 371 69 19 
17. Foetal distress (without mention of cause) 66 12 18 
18. Hydramnios 30 5 17 
19. Rhesus incompatibility 46 5 ll 
20. Postmaturity specified in relation to mother . 132 10 8 
21. Other complications of childbirth 76 14 18 


Total 


HC 


= 
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Taste VIII 
Cases Delivered in Hospital—Details of Puerperal Complications 


i : 
2 8 
qu 
= E 
2 2 
aa 9 @o & = 
A: 
1. Normal delivery (1st and 2nd 
stage) .. 14 47 85 63 167 52 76 5,811 6,324 8 
2-6. Diseases associated with 
pregnancy and childbirth 1 — 4 3 6 4 5 4 138 165 16 
C: Diseases and complications of 
pregnancy and childbirth: 
8. Toxaemia of p 
excluding hyperemesis 
gravidarum... 8 4 9 ll 34 42 4 17 715 844 15 
14. Malposition of foetus, ex- 
cluding breech — 
ation .. oe _ _ 6 4 7 17 2 2 145 183 21 
16. Prolonged labour a a 1 5 3 20 24 5 10 302 371 19 
Remainder .. oe oe 2 6 10 25 45 23 19 780 915 15 
24 21 77 #116 «155 299 91 128 7,891. 8,802 10 
Of the individual puerperal complications, TABLE IX 
mastitis and other disorders of lactation have Cases Admitted after Labour Elsewhere 
about the same incidence in each main diagnostic Di ‘ N Per 
group. There are slightly higher proportions of — cent 
cases of phlebitis, thrombosis and pulmonary , 
embolism among the complicated than un- 1. Normal puerperium .. . — 
complicated deliveries, but the figures are too 3. 
small to pin-point one particular diagnosis. 2. Diseases associated with childbirth .. 9 5 
C: Diseases due to childbirth 
Cases Admitted After the 2nd Stage of Labour 14 
‘ost-partum haemorrhage .. 10 
or During the Puerperium : 5. Puerperal sepsis and other infections 14 8 
One hundred and seventy-six cases were 6. Mastitis and disorders of lactation .. 11 6 
admitted after the 2nd stage of labour; these 7. Other conditions... -- 6 15 
included transfers from other hospitals. Table IX “ 


shows the diagnosis of these cases. 
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TABLE X 
Incidence of Selected Diseases in Other Hospitals Compared With the Hospital In-patient Enquiry 


Incidence per 100 Deliveries 


Charlotte’s In-patient 
R.H.B. Enquiry 
Hospital 

1951-53 1953 1954 
Placenta praevia * 0-6 1-3 0-6 
Ant-partum haemorrhage 1-4 2-0 1-7 
Hydramnios 0-6 0-6 0-3 
Breech delivery 2-3 3-8 2-0 
Toxaemia .. 77 9-7 9-6 


While the majority of cases are normal, there 
is a surprisingly high number of cases of 
retained placenta compared with post-partum 
haemorrhage. Unfortunately, it is not possible 
to say whether the placenta was still in situ when 
the patient was admitted to hospital or whether 
she was suffering from the effects following 
removal elsewhere. 


DISCUSSION 


While a study of the in-patient work of 
maternity departments throughout the country 
has not been attempted before, many hospitals 
publish their own clinical reports and it is 
interesting to compare their figures with the 
results obtained from the In-patient Enquiry. 
Unfortunately, the majority only refer to a small 
number of cases. However, Manchester Regional 
Hospital Board have analyzed the obstetric 
admissions in 1953 to thirteen groups of 
hospitals within their area, and these amounted 
to 19,153 deliveries. From the clinical reports 
published by Queen Charlotte’s Hospital for 
the years 1951, 1952 and 1953, information can 
be obtained on 8,690 deliveries. Owing to 
differences in classification, however, it is 
possible only to compare a few conditions. 
Table X shows the incidence per 100 deliveries 
of a selected number of complications. 

The eclampsia rate in the various hospitals is 
of interest. In the three years at Queen 
Charlotte’s the rate is 1 case in 483 deliveries. 
In Manchester, the rate is 1 in 435 deliveries, 
and in the In-patient Enquiry, | in 880 deliveries. 


This is somewhat depressing when it is compared 
with Crown Street Hospital, Sydney, which had 
a rate of 1 in 450 deliveries in 1949, and in 
1950-55 had an overall rate of 1 in 5,000 
deliveries (Hughes, 1956), or with the Rotunda 
Hospital in Dublin, which is quoted by Hamlin 
(1952) as having a rate of 1 in 600 in the year 
1836. 


FUTURE OF THE IN-PATIENT ENQUIRY 


In 1955 a larger number of hospitals partici- 
pated in the Enquiry and more detailed tables 
will be possible. It is hoped that more information 
will be available on the regional distribution of 
disease, the method of delivery, effect of age and 
parity of the mother, the stillbirth and neonatal 
mortality, the length of stay of the patient, etc. 
Meanwhile this study has been prepared to 
show some of the information which will be 
available. 


SUMMARY 


Details are given of 10,145 deaths and 
discharges from obststric departments during 
the year 1954. The sample represents 2 per cent 
of all discharges and deaths from obstetric beds. 

There were 1,167 women who received ante- 
natal care only, 8,802 were delivered and 176 
were admitted after the 2nd stage of labour. 

Cases are analyzed according to a main and 
secondary diagnosis, and the effect of certain 
conditions on the 3rd stage of labour and 
puerperai complications considered. 
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The report on the enquiry is a simple analysis 
of the returns received for the year 1954. It is 
hoped to publish a more detailed analysis for 
1955. 
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PERINEAL ANTERIOR EXENTERATION 


BY 


STANLEY Way, F.R.C.O.G. 
Associate Surgeon 
Gynaecological Department, Royal Victoria Infirmary, Newcastle upon Tyne 


THE occasional occurrence of carcinoma of the 
vagina in association with procidentia presents 
a formidable problem in regard to treatment. 
Such cases as I have seen have, with one 
exception, occurred in very elderly patients, and 
the tumours themselves have been extensive in 
area, and all have been grossly infected, and in 
none of the patients that I have seen has it been 
possible to reduce the procidentia owing to the 
size and rigidity of the tumours and to the 
associated oedema of the vaginal walls. A more 
unfavourable combination of circumstances for 
radiotherapeutic treatment can hardly be 
imagined, and at first sight any consideration 
of surgical treatment would appear ludicrous. 
Until three years ago patients, such as I have 
described, who came under my care were 
either sent home to die or were treated by 
radiotherapeutic methods from which we 
achieved no cures and very little palliation. 

Four years ago I was confronted with a case 
which led me to devise the operation of perineal 
anterior exenteration and thus to realize that 
the idea of achieving surgical palliation in these 
cases is not perhaps so ridiculous as it would 
appear. 


Case History 


Mrs. H.K. was a widow of 80 years of age 
who had suffered from prolapse for which she 
had refused treatment for 26 years. During the 
spring and early summer of 1953 ulceration took 
place and was associated with an offensive smell 
which her own meticulous toilet failed to dis- 
perse. As a consequence of this she consulted 
her doctor and was shortly admitted to hospital 
with a diagnosis of ulcerated procidentia. The 
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intention at this stage was to clean and reduce 
the procidentia and when the ulceration had 
healed to undertake some form of plastic 
repair. However, despite the fact that the 
ulceration was very superficial, the procidentia 
could not be reduced and after two weeks of 
treatment the ulceration showed no signs of 
healing. At this stage the possibility of the 
ulcer being malignant was considered and | 
was sent a smear taken from it. It was strongly 
positive for carcinoma and two days later a 
biopsy confirmed the diagnosis. She was then 
transferred to my care for treatment. The patient 
was a mildly hypertensive old lady with a com- 
plete procidentia and total inversion of the 
vagina. The cervix was normal but | cm. from 
it was the edge of the ulcerated area which 
extended all over the anterior vaginal wall and 
reached to within 2 cm. of the urethral orifice. 
The ulceration was moderately superficial but 
the tumour was very offensive and was associ- 
ated with considerable discharge and oedema. 
It was not reducible. Intravenous pyelogram 
showed a very mild dilatation of the renal tract 
on both sides which could well be accounted for 
by the procidentia. Cystoscopy was almost im- 
possible owing to the fact that almost the entire 
bladder was contained in the procidentia and 
the cystoscope could not be passed right down 
to the base of the bladder. The remainder of the 
bladder was normal. The general condition of 
this patient was very good indeed. 

At the age of 80 any question of 5-year cure 
rates appeared to me to be of minor academic 
importance. What the patient needed was 
immediate relief from her offensive ulcer. In 
the light of these findings I decided that good 
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palliation could be achieved by vaginal hyster- 
ectomy and excision of the inverted vagina but 
I realized that I might have to face difficulties 
in the region of the trigone of the bladder 
which I had not been able to see through the 
cystoscope. At operation I found the bladder 
inseparably adherent at this point and I there- 
fore excised most of the bladder trigone but 
was able to preserve intact, in this case, both 
the ureteric orifices and the internal sphincter 
urethrae. A polythene catheter was passed up 
each ureter and the gap in the bladder sutured, 
the polythene tubes being brought out through 
the urethral orifice. The introitus was then 
closed. Healing was satisfactory and the patient 
was ready for discharge from hospital 10 days 
later. In the first three months following opera- 
tion the only trouble of which she complained 
was frequency, having to pass urine about ten 
times a day and three times at night. In the 
absence of any urinary infection this was 
thought to be due to the decreased size of her 
bladder and gradually this trouble improved. 
Now four years after operation she is very well 
and passes urine normally. 

In thinking over the details of this operation 
which was performed extemporarily, it was 
obvious that in certain cases at least it would 
be perfectly possible to remove the bladder 
as well as the uterus and to transplant the 
ureters quite easily by this route, in other 
words to do a perineal anterior exenteration. 
Having seen many times the differences in the 
constitutional upset following abdominal and 
vaginal hysterectomy in the aged it seemed 
reasonable to suppose that the lesser distur- 
bances following vaginal hysterectomy might 
also apply to anterior exenteration when per- 
formed through the perineal route. Clearly, 
though, this operation could only be justified 
in a very limited set of circumstances, namely 
vaginal or cervical cancer in the aged in which 
palliation from a stinking growth in association 
with marked degree of prolapse was desired 
and in patients in whom node dissection was 
only a matter of academic interest. I therefore 
decided to attempt this when next I saw a case 
in which these conditions were fulfilled. 

One year elapsed from the time of the opera- 
tion described above until I found another 
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opportunity of performing perineal anterior 
exenteration. 


Case 2. Mrs. I.B., aged 75 

This patient was referred to me with a 
diagnosis of carcinoma of the vagina. Thirty-four 
years previously she had developed a vesico- 
vaginal fistula as a result of an instrumental 
delivery and she had persistently refused any 
treatment for this. On examination the patient 
showed a large degree of prolapse although the 
entire uterus did not protrude beyond the 
introitus. The prolapsed mass was dominated 
by a large fungating carcinoma roughly circular 
in shape and some three inches in diameter and 
it was obvious on close inspection that this was 
not a vaginal carcinoma but a bladder carci- 
noma. The bladder was completely everted 
through the huge fistula and lay entirely outside 
the introitus. It was thus fairly easy, in this case, 
to remove the bladder and uterus and to trans- 
plant the ureters through the perineal route 
and this was done. Unfortunately this patient 
developed a streptococcal septicaemia which 
did not respond to antibiotics and she died 
seven days after the operation. At autopsy 
no involved nodes could be found. 


Case 3. Mrs. G.1., aged 77 

This patient was referred to me in April, 
1955 with a complete procidentia of many 
years standing and a large carcinoma of the 
cervix which extended half way up the vagina 
on the anterior and posterior walls. The tumour 
was grossly infected and pus exuded from its 
entire surface. A more unfavourable looking 
case from the therapeutic standpoint is hard 
to imagine. Cystoscopic examination in this 
case was possible and revealed ulceration of the 
bladder base with tumour. A perineal anterior 
exenteration was performed on 19th April, 
1955 and the case presented no very great 
difficulty. A large margin of paracervical tissue 
was removed and in this case I made no attempt 
to find the ureter in the paracervical tissue. 
Instead I amputated both ureters well above the 
paracervical tissues thus removing them and 
the lower portions of each ureter. Transplant 
was performed round polythene catheters which 
were then brought out through the anus. The 
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patient made an excellent recovery and was 
ambulant from the third day after operation. 
The polythene catheters were removed on the 
tenth post-operative day and rectal control 
was very rapidly established. At no time did 
this patient show any gross upset from the 
operation, and her recovery was very rapid. 
After removal of this foul mass her general 
condition improved rapidly and has remained 
good. At the present time 28 months after 
operation she is very well indeed and has no 
complaints. A hand passed into the pelvis during 
the operation failed to reveal the presence of 
any enlarged nodes but this is not to say that 
involved nodes do not exist in this patient. 


TECHNIQUE 

It is my intention here only to jescribe very 
briefly the technique that I have used in this 
operation and to point out a few difficulties 
that may be encountered. 

The prolapsed mass is seized with volsella 
after covering the infected tumour as well as 
possible and considerable tension is applied. 
A circular incision is made right round the 
vulvo-vaginal junction and this is carried above 
the urethral orifice. The urethra is separated 
from the symphysis pubis and when this is done 
the entire hand can be inserted under the pubes 
and pushed into the pelvis. The whole of the 
bladder then falls free of its loose anterior 
attachments by this manipulation. Next the 
posterior vaginal wall is freed from the anterior 
rectal wall by dissection. Great care must be 
taken here not to wound the rectal wall, as 
continence after the transplant depends on this, 
and wounds of a rectum which carries the 
urinary stream are notoriously difficult to heal. 
Next the levator muscles are divided and now 
the mass is attached by the paracervical tissue 
and anterior parietal peritoneum above the 
bladder only. By pulling the mass first to the 
right and then to the left each parametrium can 
be dealt with in turn. First each ureter is 
isolated. This can be extremely difficult and may 
require very patient dissection. When the ureter 
is found a small forceps is attached to it and it 
is then divided taking care to see that the clip 
does not fall off, lest the upper part of the 
ureter retracts and disappears into the abdomen. 
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After this the paracervical tissue can be cut 
between clamps as far out as possible. The 
Pouch of Douglas having been opened at the 
time when the posterior vaginal wall was freed 
from the rectum there now remains only the 
anterior parietal peritoneum above the top of 
the bladder holding the specimen to the patient. 
This must be divided blindly. The specimen is 
pulled backwards towards the perineum and 
extra tension is applied to the loose anterior 
wall of the bladder by means of forceps. The 
left hand is inserted into the pelvis and with it 
the junction between the peritoneum of the 
anterior abdominal wall and the apex of the 
bladder is defined. A long pair of scissors is 
pushed up alongside the left hand to the 
required point and then driven forcefully 
through the peritoneum. If the blades then be 
opened a large tear is produced and thus the 
bladder is freed except for the point of entry 
of the obliterated hypogastric artery on both 
sides. This can be divided between clamps and 
ligatured. The specimen is now completely free. 
The pedicles are ligatured and the result is a 
large gaping hole in the peritoneal cavity which 
cannot be closed with peritoneum. At this stage 
the ureters are transplanted around polythene 
tubes which are brought out through the anus, 
and if a sigmoidoscope is inserted into the 
rectum during this procedure the passage of the 
free end of the tube is greatly facilitated. The 
operation is concluded by suturing the vulva 
and perineal skin together leaving only a small 
hole underneath the symphysis through which 
a small gauze can be inserted to facilitate 
drainage. The point of greatest difficulty is 
finding the ureter, and the most unpleasant 
part of the operation is the division of the 
remaining piece of anterior peritoneum which 
has to be done blindly but this difficulty seems 
to be more apparent than real. If the operation 
is contemplated no attempt should be made to 
reduce the prolapse. I have encountered one 
case recently in which this operation could have 
been considered. Unfortunately the surgeon 
who referred her to me put her to bed for three 
weeks in order to reduce the oedema and 
infection and then with great difficulty under 
anaesthesia he replaced the prolapse. From that 
point onwards the uterus could never again be 
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made to descend and as the vagina was full of 
growth no radium could be applied. The patient 
was not suitable for abdominal operation and 
treatment had to be refused. 

It is considered that the operation of perineal 
anterior exenteration has a very limited place 
to offer in the palliative treatment of advanced 
cancer of the vagina or cervix, when this is 
associated with large degrees of uterine and 
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vaginal prolapse in the elderly, especially if 
radiotherapy be contra-indicated and the risks 
of abdominal surgery are considered too great. 
In these conditions it may well be the only 
choice between treatment and no treatment at 
all. Any attempt to use this operation in con- 
ditions where more conventional methods 
could be applied would, in my opinion, be 
unwarranted and foolish. 
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TUBERCULOSIS OF THE FEMALE GENITAL TRACT 
IN SOUTH INDIA 


An Intracontinental Comparison 


BY 


R. E. Rewett, M.D., M.R.C.P.* 


From the National Institute of Obstetrics and Gynaecology 
Government Hospital for Women and Children, Madras 


THe English language has a peculiar inter- 
national importance as a medium of communi- 
cation, especially for matters of a technical 
nature. This has consequences which are not 
always recognized, one being the predominance 
in many large and populous countries of text- 
books written far away in Britain and North 
America. This is accentuated by lack of facilities 
for high-grade printing and publishing with the 
inevitable capturing of the trade by the great 
British and North American firms who naturally 
introduce books that can have a world-wide sale 
rather than produce local ones which may not. 
This is seen markedly in this Institute which 
draws its staff and postgraduate students from 
all over India. All of them understand written 
English perfectly and speak it fluently, although 
almost all with a marked accent and not always 
quite correctly. However, their degree of 
accuracy is striking, they evidently think in it for 
technical purposes and it is the only language 
that all understand, especially as there is much 
resistance on the part of the Southerners to the 
introduction of Hindi as a common Indian 
language. Indeed Hindi is regarded by them as 
more foreign than is English. 

This state of affairs leads to the British and 
North American textbooks being in all hands, to 
the exclusion of even well-known textbooks 
produced in this country. Accounts of disease 
processes, statistics of incidence, etc., tend to 
be taken from these foreign books and are 


_* Professor of Pathology, University of Madras under 
the Colombo Plan. Permanent address: the Women’s 


quoted in practice and accepted in examinations 
even when not strictly applicable. One instance 
of this will be considered in this paper and at 
first sight it seems surprising that the incon- 
sistency between textbook account and practice 
should have received so little attention in the 
literature. However, native Indian observers, 
although fluent in conversation, must find 
composition in English far more difficult, with 
the result that their technical journals, all of 
which are written in English, are smaller and 
fewer than they should be for the size of the 
country and the number of workers there, nor 
are these journals yet of a high standard nor 
highly regarded elsewhere. The most experienced 
and able observers are by no means the best at 
composition in English and vice versa, as even a 
brief experience of the country shows. This state 
of affairs is long-established and difficult to 
correct as the medical profession in India has 
been of almost entirely native composition for 
longer than is often realized, as is revealed by 
the names of the senior staff of this hospital 


for the last thirty or forty years. Indian journals 


still tend to contain far too many “‘pot-boilers” 
and inadequate ‘“‘review articles” by people 
whose only claim to attention is a facility in 
English composition. This is not to say that they 
contain nothing of value. Much of value, well 
written and well presented is to be found there, 
but it is swamped by the mediocre to a far greater 
extent than in Britain or North America or 
Australasia, unbelievable though this may seem. 
On the other hand much original work in India 
must languish unpublished for lack of facility 
in exposition. 
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TUBERCULOSIS OF THE FEMALE GENITAL TRACT IN SOUTH INDIA 


MATERIALS AND METHODS EMPLOYED 

The present study is based on the surgical 
specimens received in the Pathology Labora- 
tories of this Institute during 1956. A total of 
2,750 were received of which 1,287 were uterine 
curettings either on their own or sent at the same 
time as other biopsies or amputated cervices 
from the same patients. On 354 women curettage 
was carried out when one of the primary com- 
plaints appeared to be sterility. This is recorded 
with some caution as the histories have been 
filtered from the original Tamil through a 
variety of languages and interpreters in some 
cases before arriving on the request forms and 
case papers in English. Some of these patients 
were very young, one claiming to be 17 years old, 
but this was not unexpected since the average 
age of marriage among our patients is 14-23 
years (Rewell, 1957). However, the average age 
of primiparae here is 19-82 years (Rewell, 1957) 
so that it seems unnecessary to curette women 
under the age of about 22 who complain of 
sterility. 

However, almost all the sterility cases from 
whom curettings were received complained of 
other symptoms in addition such as irregular 
periods and dysmenorrhoea. Moreover, while 
27 examples of endometrial tuberculosis 
occurred among the total number of curettings, 
only 3 of these women were complaining of 
primary sterility, although the only conception 
recorded for one other had ended in abortion 
7 years previously. Most of the others had 
children, one being delivered as recently as 8 
months previously. It is, of course, possible for 
tuberculosis to affect the female genital tract 
even during pregnancy. Of the remaining 23 
cases, 2 had been treated for abdominal tuber- 
culosis previously and one was a relapse of 
tuberculous endometritis. For symptoms, one 
complained of dysmenorrhoea, one of flooding 
and one was referred from another hospital for 
irregular fever and wasting. All the remaining 
20 had various periods of amenorrhoea, the 
longest being 7 years with secondary sterility 
for that time. 

In 7 of the cases of endometrial tuberculosis 
the cervix was involved also. The biopsies show 
it mostly in the endocervix, but ulceration of the 
squamous area was noted in 3 of the 7, one of 
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these complaining of sterility. In addition to 
these 7, tuberculosis was found in 12 cervices 
alone, although no curettage was performed on 
these women so that some may have had 
endometritis as well. One of these 12 presented 
as what appeared to be a mucous polyp in a 
girl of 19 (married, of course) and one resembled 
strongly a carcinoma. The other 10 were all 
ulcers of unusual appearance. Some of these 
women were sterile, but none were recorded as 
complaining of it. 

Tuberculosis was found in 7 hysterectomy 
specimens. In 4 tube and endometrium were both 
involved, the endometrium alone in 3. 

In 6 cases tuberculosis was founc in omental 
biopsy, the abdomen being opened on suspicion, 
except in one where ascitic fluid gushed out 
unexpectedly during a vaginal hysterectomy for 
procidentia. In this case the genitalia were not 
involved, but in the others these organs were not 
available for examination. 

A number of patients with amenorrhoea 
developing during the course of treatment for 
tuberculosis outside the female genital tract were 
sent from other institutions. In none of these 
was genital tuberculosis found. Conversely 
patients in whom tuberculosis was found in the 
genital tract showed no evidence of the disease 
elsewhere. 

It will be noted that these diagnoses were all 
made on histological grounds. Unfortunately 
no material for culture was available from any, 
but the microscopic appearances were typical in 
all. 


Morsip ANATOMICAL APPEARANCES 


Endometrium 

In only 5 cases of the 27 positive curettings 
were miliary tubercles found in an otherwise 
normal mucosa, as is usually found in Western 
women, and in only 2 of these was the primary 
complaint that of sterility. These two showed a 
secretory endometrium also and only one other 
of the total number did so. The other 2 cases 
showing miliary tubercles revealed a proliferative- 
phase endometrium, both had a normal cycle 
and both would have been expected to be at this 
stage. The remaining 22 showed a much more 
florid tuberculous picture, the disease having 
advanced as far as tuberculous granulation 
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tissue and the endometrium being either com- 
pletely absent from the sections or reduced 
to small areas of inactive and atrophic glands 
with a minimum of stroma. 

As for the affected cervices, the histology 
corresponded with what would be expected from 
the gross appearances. The polyp was a mass of 
granulation tissue of some standing. Most of the 
sections showed a subacute-to-chronic process 
lying between the endocervical glands (Fig. 1), 
but some showed the edges of typical tuber- 
culous ulcers. In the 4 cases in which tube and 
endometrium were found to be _ involved 
together in hysterectomy specimens none of the 
cervices was involved. 

For the hysterectomy specimens showing 
disease of tube and uterus, all showed involve- 
ment of both tubes. None were the classical 
“retort-shape” containing caseous material and 
with thin walls and none involved the ovary 
deeply, although all were adherent to it in some 
degree. The tubes were thick-walled and some- 
what tortuous, with thick mucosa and a slightly- 
enlarged lumen containing creamy pus. None 
showed superficial tubercles. In fact grossly 
all could have been taken for non-specific, 
subacute salpingitis. Sections revealed a typical 
picture of thick, fibrous walls and varying 
degrees of specific inflammatory exudate in the 
mucosa and submucosa. One showed marked 
hypertrophy of the mucosa the epithelium 
forming a pseudo-glandular pattern resembling 
“salpingitis isthmica nodosa’’. Presumably in 
this case the tuberculous process had initiated 
a reactive hyperplasia before proceeding to 
destroy. The endometrium in all these 4 speci- 
mens showed almost complete replacement by 
tuberculous granulation tissue. Superficially it 
appeared not to penetrate the myometrium at 
all and to be very florid; indeed the resemblance 
to endometrial carcinoma was striking (Fig. 2). 
Sections, however; showed the process to have 
extended some distance into the myometrium, 
especially along the perivascular lymphatics. 


Cytology 

Four of the tuberculous cases were fortunately 
included in a series of Ayre’s smears of the 
cervix. Two were of endometrial disease and 
two of cervical. The former showed nothing 
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unexpected, but the endocervical cases both 
showed the presence of a fair number of unusual 
and characteristic giant cells, in addition to the 
cells normal to the preparation and a fair 
number of inflammatory cells and erythrocytes. 
These giant cells were really large, about half as 
wide again as the squamous epithelial cells. 
Their nuclei were from four to eight in number, 
perfectly regular and well formed, much larger 
than those of the other cells seen and with a 
well-developed intranuclear pattern also. In 
some places these nuclei overlapped. The 
cytoplasm was quite clear and basophilic; 
Papanicolau’s stain was used. The whole 
appearance was completely different from that 
of malignant giant cells (Fig. 3). 

After a fortnight on medical treatment smears 
were taken again and now the giant cells were 
rather smaller, with fewer, more darkly-staining 
nuclei, but still with a clear outline and intra- 
nuclear pattern and still very different from 
malignant cells (Fig. 4). 


DISCUSSION 

The picture of genital tuberculosis in Western 
women is well known and can be summarized 
without references. In the classical, but rarer, 
type, the tubes are involved grossly and bound 
firmly to the ovaries; often there are caseous, 
tubo-ovarian abscesses. The endometrium is not 
involved. During the last ten or twenty years, 
however, a type of the disease has been recog- 
nized which is now more common. In this the 
endometrium shows miliary tubercles which are 
shed with each menstruation and the regener- 
ating endometrium is reinfected from minimal 
lesions in the tubes. The cycle is not disturbed 
clinically or histologically, the tubes do not 
proceed to gross changes and it is usually held 
that the affected women have no complaint 
whatsoever, except sterility. However, the 
opinion of a pathologist, for what it is worth, 
is that close questioning after the diagnosis has 
been made may reveal such symptoms as loss 
of energy and of appetite resembling closely 
those of the early stages of pulmonary phthisis. 
This disease is a common cause of sterility, 
being found in about 5 per cent of women with 
this complaint. It is not associated with tuber- 
culosis at other sites, e.g., lung or kidney. 
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Endocervical gland enmeshed in_ tuberculous 
granulation tissue. < 67. 


Fic. 3 


Giant cells in cervical smear from a woman found 
later to have endocervical tuberculosis. = 320. 


R.E.R. [30] 


Fic. 2 
Museum specimen of florid tuberculous endometritis 
in a woman aged about thirty. In contrast to similar 
cases seen during 1956 the endocervix is involved. 


Fic. 4 


The largest cells found in a cervical smear from the 
same case as Figure 3 after two weeks on medical 
treatment. x 320. 
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Tuberculous granulation tissue in the endo- 
metrium is rare and occurs usually in older 
women past the menopause. For the cervix to 
be affected is extremely rare. 

Among South Indian women the picture is 
very different. Almost all of the present series 
had menstrual symptoms, usually amenorrhoea, 
as would be expected from the advanced endo- 
metrial lesions with destruction of the mucosa. 
Only a few actually complained of sterility as 
far as could be made out, although all must 
in fact have been sterile. However, although 
absolute sterility is a disaster in a Hindu family, 
“family planning” is a burning issue in India 
and women with one or two live children would 
be unlikely to complain, especially if one were 
a son. One of the series had been delivered as 
recently as 8 months previous to coming to 
hospital. A most striking fact is the relative 
frequency of involvement of the cervix, whether 
alone or together with the endometrium. In 
one sterile woman an ulcer on the cervix was 
the only lesion proved to be tuberculous, but 
no curettage was done. There seems no reason 
for the difference of site between East and West. 

The type of lesion is more advanced in India 
than in the West when it is found. Almost all the 
cases showed a chronic process with either free 
granulations in the uterine examples or chronic 
ulcers of the cervix. Only a few showed the early 
changes seen in the West which in the endo- 
metrium are so early that they do not disturb 
the normal cycle and start afresh each month 
after the shedding of the tissue containing them. 

No real evidence is available to explain this 
last difference. It can but be speculated upon. 
It might be that the disease in Indian women is 
allowed to become more advanced before 
medical aid is sought, especially among the 
poor, “hospital class”’ patients from which this 
series were drawn. The average age of the cases 
shown to be positive by curettage was 25-8 
years, the duration of their symptoms was very 
variable and probably the statements are not 
to be relied on. Some were quite long, e.g., an 
amenorrhoea of 6 years, while for others they 
were very short, e.g., for the patient mentioned 
above delivered 8 months previously. The 4 cases 
of gross involvement of the tubes were also 
relatively young women, the oldest being 38 


years, the oldest in the whole series being aged 
40 and having an ulcer of the cervix. It is thus 
extremely difficult to make an assessment of this 
aspect. 

An interesting point arises in this connexion, 
however, with regard to the relatively small 
proportion of Indian women with primary 
sterility who turn out to have endometrial 
tuberculosis. Only 5 out of 354 women curetted 
for this complaint here in 1956 had tuberculosis 
of the genital tract, 4 in the endometrium and 1 
in the endocervix. This is a far smaller pro- 
portion than would be expected in Western 
women. The average age of women curetted 
here for sterility in 1956 was 24-6 years. Most 
were in their twenties, only three being as old 
as forty, while many were under twenty. Three 
were aged seventeen, all three having been 
married for about two years and two being so 
immature that they had really never started a 
normal cycle, a state of affairs which is not 
unexpected (Rewell, 1957). However, although 
comparable figures for a Western centre are not 
available to me here it seems obvious that these 
Indian sterile women would be younger than 
would be expected in the West where the com- 
plaint of sterility is not likely to be made at so 
early an age in view of the older age of marriage 
(Rewell, 1957). Nor would the complaint be 
taken so seriously so young and curettage per- 
formed. Thus the low incidence of genital 
tuberculosis among sterile women in South 
India may be due to its starting later than the 
age at which they are usually.curetted here, so 
that early incidence would not explain the 
advanced state in which it is usually encountered. 

Apart from the duration of the disease one 
can but speculate also on such factors as 
virulence of the invading organism and resis- 
tance by the host to account for the advanced 
lesions seen here. However, the histological 
picture in India is more suggestive of active 
resistance on the part of the host than in Western 
women where an exact balance is set up between 
host and invading organism in endometrial 
tuberculosis as seen nowadays, a balance which 
renders the disease less disturbing and perhaps 
more chronic. The point is probably capable of 
solution only by careful study of the immuno- 
logical state in individual cases. 
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Discussion of the histological appearances 
appears superfluous, apart from re-emphasis 
of the greater reaction by the host in India. 
All the appearances were of the classical type. 
The giant cells found in smears are, however, 
more interesting and do not appear to have been 
described before, probably because cervical and 
endocervical tuberculosis are not common in 
centres at which cytological techniques have so 
far been worked out. Unfortunately it is not 
practicable here to make smears of a large 
proportion of patients at random and most of 
the cases of tuberculosis have been unsuspected 
before operation, so that no others have been 
found since the original two. The giant cells 
would appear to be accretions of endothelioid 
cells, as they are in sections, and the details of 
their responses to treatment lends support to 
this view, being close to what is seen histo- 
logically in tuberculous giant cells. 


SUMMARY AND CONCLUSIONS 


Tuberculosis of the genital tract among 
women in South India differs markedly from 
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that form seen in Western women. Although 
most commonly discovered in the endometrium, 
a more advanced process with destruction of the 
mucosa is usually found, leading to amenorrhoea. 
Fewer women complaining of sterility show the 
infection. The endocervix and cervix are affected 
quite commonly, either alone or in combination 
with the endometrium. When these sites are 
involved characteristic giant cells may be found 
in smears. As in the West the classical picture 
of caseous salpingitis or of tubo-ovarian abscess 
is rare. In all types of lesion the histology shows 
no unexpected features, apart from its more 
advanced stage. 
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THE RESPIRATORY MINUTE VOLUME IN THE NEWBORN INFANT 
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THE EFFecT PRODUCED BY SOME ANALGESIC 
Drucs UseD IN LABOUR 

Tus study of the effect of the more commonly 
used obstetric analgesics for the relief of pain 
in labour on the minute volume of the newborn 
infant is not regarded as a complete investi- 
gation in itself, but it is hoped that it will be 
accepted as an introduction to an interesting 
and extensive field of research. 

The apparatus used to measure the minute 
volume was Donald’s trip spirometer (Donald 
and Lord, 1953). We have acknowledged already 
in previous work the shortcoming of this 
apparatus (Roberts et al., 1957), but again we 
have used the minute volumes for comparison 
only. 

We recorded 2,217 minute volumes and in all 
cases the weight and exact age of the infant at 
the time of recording were noted. The cases have 
been grouped in accordance with the type of 
analgesia received by the mother during her 
labour. Considerable discrepancy between some 
group numbers makes it impossible to compare 
the effect of the drugs in the smaller groups with 
those of the larger ones to produce conclusions 
of any significance. Another factor which must 
be borne in mind when attempting to make 
comparisons is that the drugs were administered 
according to the needs of the mother. Thus the 
primigravida, having a rather longer labour than 
a multipara, would be more likely to receive 
pethidine, scopolamine, gas and air, than gas 
and air alone. The multipara would be given 
gas and air or a short administration of trilene 
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rather than one of the more powerful and long- 
lasting combinations of drugs. In this way there 
was some selection of cases. However, it can be 
assumed that the picture presented is fairly 
consistent with the results of careful adminis- 
tration of analgesic drugs to the mother in 
labour. 


THE VARIATION IN MINUTE VOLUMES 
In order to avoid the effect due to difference 
in weight of the infants, the mean minute volumes 
have been corrected to what they would have 
been at 74 pounds, the average weight in the 
gas and air group (Table I and Fig. 1). 


MEAN MINUTE VOLUME cc. 
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TABLE I 
Mean Minute Volumes 
(Corrected to 7$ pounds body weight) 


Pethi- Pethi- Pethi- 
dine Pethi- dine dine Methyl- 
Age No General Pethiv scopo- dime Levall- Methyl- pentynol 
(hours) Drugs thetic Trilene lamine N,O orphan pentynol N,O 
N,O Air N,O N,O Air 
0-5 . 1,064 1,029 1,023 951 955 909 933 958 838 1,006 967 
(54) (301) =(71) (22) (68) (330) (76) (134) (30) (91) 
> 5-10 . 1,074 970 1,031 647 888 872 808 826 634 974 872 
(16) (130) (11) (7) (21) (85) (16) (12) (4) (8) 
> 10-20 oo 1,041 1,002 1,013 1,036 960 911 635 955 
(25) (157) (11) (11) (37) (87) (24) (4) 
>20 .. 1,187 1,232 1,086 1,395 1,051 1,139 963 — 822 — 1,109 
(28) (210) = (37) (20) (34) (90) (48) (6) 
Means . 1,091 1,068 1,035 1,002 983 970 904 892 703 990 


Shows the variation in mean minute volume in accordance with age and analgesic drug group. 
(Figures in brackets are numbers of babies.) 


Since the minute volumes appear to be low 
in the 5- to 10-hour group, a closer examination 
has been made of the change in the mean minute 
volumes with age using hourly values up to 12 


hours (Table II and Fig. 2). 


It will be seen that there is a fairly consistent 
fall in the value in all groups in accordance with 
the age of the infant. The lowest level appears 
to be reached at about 3 to 5 hours and it is 
noticed that the measurements tend to fluctuate 
after 7 hours. This is because there are com- 
paratively few cases recorded after this time. 


vaves Another point of importance is that the addition 

of pethidine to any drug or group of drugs has 

1200] 368 AND Am the effect of reducing the minute volume; e.g., 
*GAS AND AIR 

x the mean minute volume of the gas and air 

rool 643 group compared with that of the pethidine, gas 


and air group, and also trilene compared with 
pethidine and trilene. The mean minute volume 
of the pethidine groups is still low at 5 hours 
when the other drug groups have tended to 
recover. 

The number of cases in the ‘‘no analgesia” 
or control group is small, i.e., 123, consequently 
the mean minute volume of the gas and air 
group has been used as the standard. The 
fluctuation in value in any one group in the 
10 to 20 hours and 20+ hours is due to the 
smaller number of cases in those sections 
(Table III). 
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TABLE IT 
Mean Minute Volumes in 1-Hour Age Groups 
Age in Hours 
0-1 >1-% >2-3 >3-4 >45 >5-6 >6-7 >7-8 >8-9 >9- >10- >ll- 
10 11 12 
N,O and air .. 1,213 1,035 880 873 890 870 1,063 860 1,032 951 880 1,146 
(92) (72) (46) (46) (44) (34) (32) (18) (13) (24) (17) (20) 
Pethidine, N,O 1,099 1,045 840 703 769 765 972 891 852 928 766 892 
and air (114 (56) (0) (73) 47) G5) @) 0 (9) (14) (12) 
Trilene - .. 1,191 1,038 961 815 670 876 898 673 941 — 695 869 
(18) (12) (14 (24) (8) (2) (4) (6) (4) (3) (9) 
General anaesthetic 1,031 1,082 1,057 971 806 
(26) (24) © (10) (5) 
No drugs .. .. 1,348 1,178 795 805 1,007 
(16) = (13) (7) (13) (5) 
Showing the change in M.M.V. during the first 12 hours of life. 
(Figures in brackets are numbers of babies.) 
Tase 
Mean M.V. Expressed as a Percentage of the “Gas and Air” Mean M.V. for Each Age Group Separately 
0-5 Hours > 5-10 Hours > 10-20 Hours > 20 Hours 
Mean Mean Mean Mean 
M.V. M.V. M.V. M.V. 
as Per- as Per- as Per- as Per- 
contage S.E. centage S.E. centage S.E. centage S.E. 
of of of of 
Gas Air Gas Air Gas Air Gas Air 
No drugs 103-4 8-8 110-7 16-9 100-0 12-4 96-4 11-2 
N,O and air .. 100 100 100 100 
General anaesthetic . . 99-4 7-6 106-3 19-2 96-3 17°3 88-4 9-1 
Pethidine trilene 92-4 11-8 66-7 14-9 97-4 113-3 15-3 
Pethidine scopolamine N,O and air 92:8 7:2 91-6 12-5 99-6 10-5 85-3 9-1 
Pethidine N,O and air 88-3 4-1 89-9 7:3 92-2 71 92-5 6°7 
Trilene 90-6 83-3127 87-6 78-272 
Pethidine, levallorphan N,O and air 93-1 5-6 85-2 14-8 
Pethidine, oblivon N,O and air 81-4 9-0 65-3 19-1 61-0 17-8 66-8 16-0 
Oblivon N,O and air 97-8 6°8 89-9 18-9 _ — _ — 


S.E. denotes approximate standard error of percentage. 
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SUMMARY 


The minute volumes of infants have been 
recorded and grouped according to the analgesic 
drugs given to the mother during labour. Two 
thousand two hundred and seventeen recordings 
have been studied. 

(1) The values set out in the tables indicate 
that all analgesics have the power to reduce 
the minute volume of the newborn. 

(2) The addition of pethidine to gas and air 
reduces the mean minute volume by 10 to 12 
per cent whereas gas and air, despite its limited 
proportion of oxygen, appears to affect the 
M.M.V. very little. 

(3) General anaesthesia appears to have little 
effect on the M.M.V. and, considering that its 
administration is usually associated with some 
abnormal method of delivery, it is surprising. 
It compares very favourably with the control 
and trilene groups, and suggesis that the 
administration of drugs near or at the time of 
delivery is less likely to impair the minute 
volume than if given at some time before 
birth. In previous work (Roberts et a/., 1957), the 
figures indicated that pethidine given more than 
34 hours before delivery gave a higher incidence 
of anoxia in the newborn, and lower minute 
volume, than if the drug was given within the 
34 hours. This point is in need of further 
investigation to give a clearer picture of the 
relationship between the time of administration 
of the drugs and their effect on the newborn 
infant. The fact that the mother receives an 
ample supply of oxygen during anaesthesia may 
produce this satisfactory result. 

(4) The minute volume appears to fall during 
the first 3 to 5 hours of life. This may be due 
to the “‘settling down” of the baby, but it 
points to the fact that its initial respiratory 
activity is not maintained. The reduction of the 
M.V. and the length of time the low level is 
sustained varies with the different drugs. 

(5) Trilene appears to produce a lower 
M.M.V. than gas and air, but higher than the 
pethidine combinations. 

We would like to emphasize that this investi- 
gation is not intended to throw discredit on to 
any well-tried analgesic drug, but it is meant to 
assist towards a better understanding of the 
effects of pain-relieving techniques. The fact 
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that pethidine appears to reduce the minute 
volume more than any of the other drugs con- 
sidered here does not condemn its use, but 
rather indicates the need for anti-respiratory 
depressant drugs where large doses of pethidine 
are employed. These antidotes, lethidrone and 
levaliorphan, have proved their usefulness 
clinically, although our investigation of the 
latter did not show any significant increase in 
the minute volume. This we feel was due to too 
small a dose of the antidote. 


THE EFFect OF ORAL NIKETHAMIDE 

Faust (1925) described pyridine-8-carbonic 
acid diethylamide as a colourless liquid readily 
soluble in water end possessing a faintly bitter 
taste. Manufactured 23 a 25 per cent solution 
it is an effective respiratory stimulant when 
administered intramuscularly or intravenously. 
The clinical effect of the drug as a circulatory 
and respiratory stimulant was demonstrated by 
Widenhorn (1932). In addition to its effective- 
ness as a stimulant he maintained it possessed 
a high safety factor. Uhlmann (1924) demon- 
strated by pharmacological and clinical investi- 
gations that the effects produced were due to 
stimulation of the centres in the medulla. 
Leyko’s (1930) work on heart-lung preparation 
indicated an improved blood supply to the heart 
muscle due to dilatation of the coronary arteries 
following exhibition of nikethamide. 

In view of these observations, and because of 
reports by Roi (1940) of successful oral adminis- 
tration in paediatrics, a small-scale investigation 
was planned and the minute volumes of the 
infants concerned recorded with a trip spiro- 
meter. Two trials were conducted. 


Ist TRIAL 


An initial recording was made on 106 infants, 
53 in Treated group and 53 in Control group, 
within the first 5 hours of life. Infants having 
an initial minute volume of 900 c.cm. and less 
were included in the experiment. This value was 
chosen since it appeared to be our average for 
infants during the first 5 hours of life. The 
infants were placed alternately into one of two 
groups. The groups were: 


A. Treated group 8B. Control group 
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The babies in group A received 4 minims of 
nikethamide in one teaspoonful of glucose water 
twice a day. Those in group B were given the 
glucose water only at the same intervals. It was 
found that the infants were more likely to take 
the nikethamide mixture when they were 
hungry, and so the mixtures of both groups 
were administered prior to two of their feeds 
each day. Even so there was no doubt that they 
found it very distasteful, and considerable skill 
was required on the part of the members of the 
nursing staff concerned with this investigation, 
to persuade the infants to retain the fluid. The 
lactic acid contained in the solution is mainly 
responsible for the unpleasant taste. 

The administrations were continued for 5 
days after the day of birth, unless the infant was 
born in the early hours of the morning. In that 
case, the experiment was started in the evening 
of that day and continued for 5 days afterwards. 
After the initial recording of the minute volume 
subsequent recordings were made on the Sth 
and 6th days, although it was found that daily 
recordings were of value, since the infants 
learned to tolerate the mask over the face and 
better results were obtained. The trip spirometer 
(Donald and Lord, 1953) was used, and the 
same precautions observed as in previous work. 


2ND TRIAL 


In the second investigation there were two 
changes in the routine. 


(a) The initial recording was made when the 
infant was between 3 and 4 hours old, since a 
study of a larger number of minute volumes 
seems to indicate that the M.V. tends to be 
higher at the time of birth, and then falls to 
lower levels until 3 to 4 hours, after which the 
volume usually increases. The value of 900 c.cm. 
as a maximum initial reading was disregarded 
in this experiment. 


(b) The dose of 4 minims as given in the first 
trial was low when compared with that given by 
Roi (1940) which was 10 minims. It was extra- 
ordinarily difficult to get the infants to take 
more of this very distasteful liquid, but by 
experimenting with various diluents we found 
the following proved to be tolerably palatable. 


Nikethamide 50 mi. 
Aqua Anethi Conc. | in 40 2-5 ml. 
Syrup to 150 mi. 


A dose of 30 minims of the mixture gave the 
infant 10 minims of nikethamide. For the 
control groups the same mixture was used but 
the nikethamide was replaced by water. The 
administrations were carried out twice daily as 
in the Ist trial. (Recordings were made daily 
until the 6th day of life.) 


(c) Every Sth or 6th infant was allotted to a 
third section known as the Extra-Control group. 
They received neither nikethamide mixture nor 
placebo, but spirometer recordings were made 
as in the other two groups. 


Ist TRIAL 
Weight of Babies at Birth 

It is known that the M.V. is related to weight 
(Roberts et al., 1957) and so the weighis of the 
infants in both groups were compared. 


I 
Ist Trial 
Treated 
Group Controls 
Mean weight at birth (pounds)... 6-95 6°94 
S.E.M. af wal -- 0-150 


0-122 


S.E.M. is “standard error of the mean”’. 


Table I compares the weights of the babies in 
both groups at birth. 

There was no significant difference between 
the mean weights of the groups. 


Comparison of Minute Volumes 

Earlier work has suggested that the distri- 
bution of the logarithm of the M.V. was more 
symmetrical, and thus more susceptible to 
statistical analysis than the actual M.V. Com- 
parisons were made therefore using the logar- 
ithms, and Table II gives the mean values of 
log. M.V. on the first day and on the 6th day for 
both groups. The geometric mean of the M.V. 
which is given also is the antilog. of the mean 
logarithm and may be regarded as the middle 
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TaBLe II 
Cases With Initial M.V. Under 900 c.cm. ' 
Day sn Day 
Mean Geo- Arith- Mean Geo- Arith- 
Log S.E.M. metric metic Log S.E.M. metric metic “es Day 
M.YV. Mean Mean M.V. Mean Mean (Per cent) 
Treated .. 2-807 “015 641 660 3-027 -020 1,064 1,113 166 
Controls .. 2-88 -014 643 659 2-983 -016 963 963 150 
S.E.M. is “standard error of the mean”. = 
TABLE Ill 
Treated Group Controls Extra-Controls 
Mean weight at birth 7-23 7-59 7-58 
S.E.M. 114 142 234 
Mean weight 8th day 7-08 7-35 7-38 
S.E.M. 117 132 220 


 $.E.M. is “standard error of the mean”. 


M.V. of the group. Also given is the ratio of the 
final M.V. to the Ist day M.V. 

Table II compares the initial and final M.V. 
in the two groups. 

It is seen that the mean initial M.V.s of the 
two groups are similar, but the mean final M.V. 
of the treated group is significantly greater than 
that of the controls (P -05, t=1-80). In neither 
group is there any significant correlation 
between the initial M.V.s. 


2ND TRIAL 

The total number of infants reviewed in this 
trial was 114, the treated being 47, the controls 
44, and 23 were extra controls. The ages at the 
time of recording of the Ist M.V. were between 
3 and 4 hours, a range sufficiently small for any 
age effect to be neglected. 


Comparison of Weights 
Table III compares the mean weights of 
infants in both groups on the Ist and 8th days. 
It is shown in the Table that both on the Ist 
and the 8th days the mean weights of the control 
groups were greater than those of the treated 


group. In fact the difference is difficult to explain 
and throws doubt on any assessment of the effect 
of nikethamide on weight. In fact, however, 
the difference in the ratios of the 8th to Ist days 
for the treated and controls is not significant. 


Comparison of Minute Volumes 

The three groups show no significant differ- 
ences in the mean values for the first day, but 
for the sixth day the mean value of the treated 
group is significantly greater than that of either 
the control or extra-control groups. This is 
reflected in the figures for the ratio of 6th to 
lst day. The treated group increased the M.V. 
by a mean value of 48 per cent during the 6 
days, while the control group increased by a 
mean of only 21 per cent and the extra-control 
by 25 per cent, the difference being significant 
at the 5 per cent level. Section B shows a differ- 
ent ratio when all cases having an initial minute 
volume of more than 900 c.cm. (9 in treated 
group and 7 in control group) are extracted. 
This facilitates comparison with the ratios in 
the Ist trial. The difference between the ratios 
in Section B is significant at the 5 per cent level. 
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TABLE IV 
A. Comparison of M.M.V.s in the Three Groups including Initial M.V.s over 900 c.cm. 


Ist Day 6th Day ones. 
Mean Arith- Mean Geo- Arith- 
Log S.E.M. metric metic Log S.E.M. metric metic Dee | 
M.V. Mean Mean M.V. Mean Mean (Per ro 
Treated 2-815 -025 653 709 2-984 -021 964 1,019 148 
Control -025 679 730 2-914 821 853 121 
Extra- 
Con 2-822 -035 664 730 2-918 -034 827 887 125 
B. Comparison of M.M.V.s in Treated and Control Groups excluding Initial M.V.s over 900 c.cm. 
Ist Day 6th Day 
Mean Geo- Arith- Mean Geo- Arith- ain 
Log S.E.M. metric metic Log S.E.M. metric metic re ~ 
M.V. Mean Mean M.V. Mean Mean (Per cm 
Treated 2-801 _ 632 596 3-014 os 1,032 943 163 
Control 2-783 an 607 634 2-922 _ 836 874 138 
S.E.M. is “standard error of the mean’”’. 
SUMMARY In the 2nd Trial 


These trials have attempted to assess whether 
oral nikethamide had any effect on the respira- 
tory activity of the newborn infant. The minute 
volume was measured in all infants in both the 
treated and control groups. It was also impor- 
tant to discover whether oral administration of 
this drug is a practical therapeutic measure. It 
appears that there is no flavouring which can 
mask the very disagreeable taste of the oral 
solution and consequently its administration to 
infants is not very satisfactory. It needs con- 
siderable nursing skill and patience to ensure 
that the infant swallows the required amount. 


In the Ist Trial 

(1) The mean birth weights of the treated and 
control groups were similar. 

(2) The mean final M.V. of the treated group 
is significantly greater than that of the control 
group. 


(1) The mean birth weight of the treated 
group was significantly less than that of the 
control and extra-control groups, the difference 
being 0-36 pound and 0-35 pound respectively. 


(2) The mean initial M.V. of the treated group 
was slightly less than that of the control groups, 
but not significantly so. This was probably due 
to the slightly heavier mean weight in the control 
groups. 


(3) The final mean M.V. of the treated group 
was significantly greater than that of the 
controls. 


While the final mean M.V. of the treated 
group was higher than the final mean M.V. of 
the controls in both trials, the increases in M.V. 
over the 6 days were less in the second tial than 
in the first. This difference can be accounted for 
by the fact that in the second investigation 
babies with an initial minute volume of more 
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than 900 c.cm. were included. There were 9 in 
the treated group and 7 in the control group. 
When these were removed from the groups to 
bring the latter more in line with the Ist trial 
the gains in M.V. corresponded. 

Therefore it can be assumed that the increase 
in the M.V. in the treated groups suggest that 
the drug might have had some effect. 


This work was conducted at Hammersmith 
Hospital in the Department of Obstetrics and 
Gynaecology by kind permission of Professor 
J. C. McClure Browne. Professor Ian Donald 
kindly lent the trip spirometer for all our 
investigations. Our thanks are due to the 
nursing members of the research unit who 
worked with great skill and patience. They were 
Miss K. M. Kane, Miss N. Percival, Miss 
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Margaret E. Robins (late of the Women’s 
College Hospital, Toronto, and given a scholar- 
ship by the National Birthday Trust Fund) and 
Miss P. Snow. We wish to thank Miss J. Hall 
of the Statistical Department, University 
College, for all the calculations. The Oral 
Coramine was supplied by CIBA Laboratories 
Ltd. Once again we wish to express gratitude 
to The National Birthday Trust Fund for their 
practical help and encouragement. 


REFERENCES 
Donald, I., and Lord, J. (1953): Lancet, 1, 9. 
Faust, E. S. (1925): Lancet, 1, 1336. 
Leyko, E. (1930): J. Pharmacol., 38, 31. 
Roberts, H., Kane, K. M., Percival, N., Snow, P., and 
Please, N. W. (1957): Lancet, 1, 128. 
Roi, G. (1940): Med. ital., Milano, 21, 75. 
Uhimann, F. (1924): Z. ges. exp. Med., 43, 556. 
Widenhorn, H. (1932): Curr. Res. Anesth. Analg., 11, 60. 


T 
n 
n 


| 

c 

e 

h 

e 

Cc 

IT 

I 

I 

I 

( 

| 

. 1 


< 


8 


THREE CASES OF MALIGNANT CHANGE IN 
ENDOMETRIOSIS, INCLUDING TWO CASES ARISING IN THE 
RECTO-VAGINAL SEPTUM 


BY 


H. P. Ferreira, M.D. 
Clinical Pathologist 
Chelsea Hospital for Women 


AND 
S. G. Clayton, M.D., M.S., F.R.C.S., F.R.C.O.G. 
Gynaecologicai Surgeon 
King’s College Hospital and Chelsea Hospital for Women 


Tue possibility of malignant change in endo- 
metriosis of the ovary has been discussed in 
numerous papers published since 1925 when 
Sampson described 7 cases of ovarian carcinoma 
in which adjacent endometrial tissue could be 
seen. In 4 of these cases he suggested that the 
carcinoma arose as a secondary change in a 
benign endometrial cyst. The difficulty of 
establishing that a carcinoma has arisen in this 
way is well recognized and subsequent writers 
have been more critical; Novak (1947), for 
example, considered that only one of Sampson’s 
cases was acceptable. To be satisfied that a 
malignant growth has arisen in an endo- 
metrioma the following criteria may be neces- 
sary: (1) The malignant tumour must be in 
direct relationship to the endometrioma, and 
preferably direct transition between the endo- 
metrioma and carcinoma should be seen. (2) No 
other primary site of malignant disease should 
be evident. (3) The histological appearance of 
the malignant growth should be such that its 
origin from. an endometrioma is possible. 
The following list includes the majority of 
the cases of carcinoma arising in ovarian endo- 
metrioma that have been reported and in which 
the evidence for this origin is acceptable, 
although many other less convincing reports 
have been published: 
Sampson (1925), 1 case out of 7 described; 
Teilum (1945); McCullough et al. (1946); 
Kuzuma (1947), 1 case out of 2 described; 
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Novak (1947); Rauramo (1947); Miller e¢ al. 
(1947); Moss and Runals (1948); Corner 
et al. (1950), 2 cases out of 6 described; 

Bacher and Hertzog (1951); Scott (1953); 

Hunter and Klein (1954), 1 case out of 2 

described; Postoloff and Rodenberg (1955); 

Weinrod et al. (1956); Greene and Enterline 

(1957), 1 case out of 2 described. 

Ten of these 16 cases were adenocarcinomatous, 
and the others were adenoacanthomatous or of 
epidermoid type. 

In a recent report Thompson (1957) described 
16 new cases of primary ovarian adeno- 
acanthoma, and in 12 of these there was an 
association with endometriosis. In 7 cases the 
adenoacanthoma could actually be seen to arise 
in an area of endometriosis, so that these 7 cases 
may be added to the list above. 

It is likely that many other surgeons have 
encountered single cases of carcinoma arising 
in ovarian endometriomata and have not 
reported them, but to judge from the infrequency 
of such reports in the literature this must be a 
very rare type of cancer. For that reason we 
record the following case. 

Case 1 

Mrs. E.H., a housewife, aged 40, was admitted to 
Chelsea Hospital for Women under the care of Mr. J. B. 
Blaikley on 24th July, 1954. She had had two normal 
deliveries 12 and 5 years previously. She complained of 
abdominal pain, which had been present for about 10 
years, but which had become severe during the past 
month. The pain was described as a diffuse dull ache 


| = 

4 


42 


which was widespread. It was worse during her periods 
but was also present at other times. Menstruation had 
been normal with 4 days loss every 28 days until the last 
7 months, when the periods had lasted about 10 days with 
21-day cycles. There had been no dyspareunia or post- 
coital bleeding. Her general condition was good, and the 
only abnormal sign on abdominal examination was 
tenderness in the right iliac fossa. On vaginal examination 
the uterus was found to be normal, but bilateral ovarian 
tumours were felt. 

Subtotal | with bilateral 
odphorectomy was ormed. There were 
chocolate cysts of the ovaries, and the bladder was 
drawn up by endometriosis. 


PATHOLOGICAL REPORT 


The uterus was of normal size. There were 
dense adhesions binding the adnexae to the 
posterior wall of the uterus. Both ovaries were 
enlarged (5x43 cm.) and contained multiple 
haemorrhagic cysts. Microscopical examination 
showed normal secretory endometrium. Endo- 
metriosis was found in the left ovary and in 
adhesions behind the uterus. The right ovary 
contained multiple follicular cysts and several 
patches of endometriosis. The largest cyst (Fig. 
1) was lined by endometrial glands and stroma 
(Fig. 2), but with areas of carcinomatous 
change. In these areas the glands show bizarre 
papillary patterns, with gross hyperplasia and 
destruction of endometrial stroma (Figs. 3 and 
4). 

The patient made an uneventful recovery, 
and no abnormality has been found at sub- 
sequent follow-up. 


COMMENT 


The histological evidence for the view that 
this carcinoma arose in an endometrioma seems 
to be satisfactory. If such a carcinoma has not 
transgressed the capsule, and particularly if the 
carcinoma is merely an unexpected histological 
discovery, the prognosis after operation is 
probably as good as that for adenocarcinoma 
of the body of the uterus. Unfortunately in 
many of the cases reported the interval between 
operation and description was too short to pro- 
vide evidence on this point, and indeed in most 
of the reports the emphasis has been on the 
pathological rather than the clinical aspects. 

We have lately encountered two cases of 
greater interest and rarity which appear to be 
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instances of carcinoma arising in endometriosis 
of the recto-vaginal septum. 

Case 2 

Mrs. V.N.B., a housewife, aged 44, was admitted to 
Chelsea Hospital for Women under the care of Sir 
Charles Read on 30th June, 1955. She was a nullipara, 
although contraception had never been practised. She 
complained of bleeding between periods, vaginal dis- 
charge and blood-staining of her urine. There had been 
a yellowish discharge for many years, but in the last 
year the discharge had become brown. For two months 
she had passed dark biood from the vagina, usually 
on defaecation and micturition. (There had been no 
coitus for the past year.) Her menstrual periods were 
regular and normal. There was no history of any previous 
serious illness. 

On examination the only relevant findings were a mass 
in the lower abdomen and a papillary vascular tumour 
in the posterior vaginal fornix. The abdominal mass was 
firm and continuous with the uterus, rising out of the 
pelvis half-way to the umbilicus. The nodular mass in 
the posterior fornix was not related to the cervix, and 
biopsy showed it to be a papillary adenocarcinoma. 

At operation it was found that the uterus was enlarged 
by fibromyomata, and that the ovaries were adherent to 
the back of the uterus with endometriosis. Palpation of 
the abdominal viscera showed no other primary site 
of origin for the carc:2oma; there were no deposits in the 
liver and the aortic lymph nodes were not enlarged. 
There were a few enlarged iliac lymph nodes on the left 
side. After a dissection made difficult by the fibro- 
myomata and the endometriosis a posterior exenteration 
with a terminal colostomy was performed. Recovery was 
uneventful until the sixteenth day, when a urinary leak 
due to a ureteric fistula appeared, and this was ultimately 
treated by left nephrectomy in September, 1955. There- 
after the patient has remained well. 


PATHOLOGICAL REPORT 


The specimen consisted of the whole uterus 
with both tubes and ovaries, and 14 cm. of the 
pelvic colon and rectum. The uterus was 
enlarged (12128 cm.) by fibromyomata. 
The ovaries contained small blood cysts and 
were fixed to the posterior wall of the uterus. 
The endometrium showed a normal prolifer- 
ative pattern. A large section of the cervix, 
vaginal vault and recto-vaginal septum (Figs. 
5-8) showed widespread endometriosis in- 
volving the posterior aspect of the cervix and 
adjacent vaginal vault, and extending to within 
1 mm. of the papillary adenocarcinoma. The 
carcinoma had ulcerated through the epithelium 
of the posterior vaginal fornix to present as a 
papillary nodule 2-5 cm. in diameter. The iliac 
lymph nodes showed no evidence of metastasis. 
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Endometrial cyst. To show “normal” endometrial glands and stroma (A) and 
carcinoma (B) and (C). x7. 


“Normal” endometrial glands and stroma, x 60. 
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Fic. 3 
Adenocarcinoma showing bizarre pattern of glands. x 60. 


Fic. 4 
Adenocarcinoma—gland hyperplasia with loss of stroma. x 60. 
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Section of tumour from right utero-sacral ligament showing relation between 
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endometriosis (A) and adenocarcinoma (B). 
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1 Adenocarcinoma. x 100. 


THREE CASES OF MALIGNANT CHANGE IN ENDOMETRIOSIS 


COMMENT 


This seems to be a case of carcinoma arising 
in endometriosis of the recto-vaginal septum. 
The appearance of the growth is consistent with 
this view, the carcinoma can be seen within 
1 mm. of the endometrioma (although direct 
transition was not seen), and no other primary 
site of carcinoma was found. The carcinoma 
did not arise in the rectum or cervix. 


Case 3 


Mrs. B.T., a housewife, aged 39, was admitted to 
King’s College Hospital under the care of Mr. S. G. 
Clayton on Ist June, 1954. The patient had been married 
for 4 years and had never been pregnant, but she had not 
wished for any family. She stated that she had a severe 
attack of lower abdominal pain which lasted for a few 
days in February, and a second attack in March; slight 
discomfort had persisted. Her menstrual cycle was 
normal, but the loss had been heavier in the last two 
periods, which were unrelated to the attacks of pain. 
There were no other symptoms and she could not 
remember any previous illness. 

On examination the uterus was found to be irregularly 
enlarged by fibromyomata, and to be fixed in the retro- 
verted position. It was thought that her fibromyomata 
were complicated by endometriosis and operation was 
advised. On opening the abdomen the presence of 
the fibromyomata was confirmed and the left ovary 
contained a chocolate cyst. The right ovary appeared 
to be normal. There were adhesions in the recto-vaginal 
pouch. Total hysterectomy and left partial odphor- 
ectomy was performed. When the uterus was freed and 
drawn upwards to divide the vagina a small cystic tumour 
about 2-5 cm. in diameter was seen near the anterior end 
of the right utero-sacral ligament. The tumour had intact 
peritoneum over it, and was separate from the rectum 
and at some distance from the normal right ovary. 
Dissection of the cyst showed it to have a dense fibrous 
wall, and that it was closely related to the right ureter. 
It was thought to be endometriomatous until it was 
opened and found to contain white pultaceous matter. 
The cavity of the cyst did not communicate with the 
vagina, the epithelium of which was intact. No other 
intraperitoneal abnormality was noticed. The cyst was 
removed as completely as possible. 


PATHOLOGICAL REPORT 


(Professor H. A. Magnus.) The uterus con- 
tained several fibromyomata and there was a 
small endometrial polyp in the cavity. Micro- 
scopical examination showed that (1) the 
endometrial polyp was a simple adenoma, 
(2) the serosal surface of the uterus showed 
several islets of endometriosis, (3) the left 
ovary contained well-established endometriosis. 
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Tissue from the tumour in the recto-vaginal 
septum was described thus: “A poorly differ- 
entiated adenocarcinoma and also islets of 
heterotopic endometrium lying in connective 
tissue and muscle (Figs. 9-11). There is no 
evidence of transition between the endometrium 
and the carcinoma. Whilst it is impossible to 
exclude the possibility that this carcinoma has 
arisen from ectopic endometrium its appearance 
suggests that it is secondary to a growth some- 
where in the stomach or large intestine.” 

In view of this report further investigations 
were made. A radiograph of the chest, and a 
barium meal and enema showed no abnormality. 
It was thought that a further laparotomy was 
justified, with the hope of finding the primary 
site of the disease and dealing with it; alter- 
natively if the growth was in fact a carcinoma 
arising in an endometrioma then a more radical 
removal of the tumour site was intended. When 
the abdomen was re-opened a careful survey 
revealed no other growth, so the lymphatic 
glands in the pelvic wall were dissected, and 
with considerable difficulty the right ureter was 
freed from the field from which the endo- 
metriosis and carcinoma arose, so that this 
tissue could be more widely removed. 

No growth was found in any of the lymph 
glands, and no residual growth was found at 
the site. 

In the post-operative period there was a 
transitory urinary leak from the vaginal vault, 
which was assumed to be from the right ureter 
where it had been dissected with difficulty, but 
by good fortune this healed spontaneously in a 
short time, and a subsequent intravenous 
pyelogram showed no abnormality. The patient 
was given a course of deep X-ray therapy by 
Dr. E. W. H. Shawcross. This was completed in 
August, 1954, and since that time the patient 
has remained well without any evidence of 
recurrence. 


COMMENT 


This case is thought to be one of carcinoma 
arising in an endometrioma of the recto-vaginal 
septum because (1) the growth itself resembled 
an endometrial carcinoma, (2) endometriosis 
and cancer could be seen in adjacent parts of 
one histological block and (3) in spite of 
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thorough investigation no other primary site of 
carcinoma was found, and the subsequent 
course of the case does not suggest that such a 
primary has been overlooked. It seems likely 
that if this case had progressed it would have 
exactly resembled Case 2, with the growth 
perforating the posterior vaginal fornix. The 
close relationship to the ureter is also worth 
noting; ureteric obstruction is a recognized 
possibility with endometriosis in this site. 

Although these two cases are very unusual 
two similar cases were described by Dockerty, 
Pratt and Decker in 1954. The first patient was 
a nullipara aged 54 who complained of a blood- 
stained discharge, and was found to have a 
polypoid mass ulcerating into the vaginal 
fornix. At operation ovarian endometriosis was 
found, and also an encapsulated mass in the 
recto-vaginal septum, with a “friable spill” 
when it was incised. The histology closely 
resembled that of the last case. The treatment 
was total hysterectomy and salpingo-odphor- 
ectomy with excision of the recto-vaginal 
growth. The second patient was a multipara, 
aged 45, with a vascular area on the posterior 
cervical lip. She had fibromyomata, and the 
recto-vaginal septum was found to contain 
both endometriosis and adenocarcinoma. This 
case was treated by Wertheim’s operation and 
radiation. 

There is a possible alternative explanation 
for these cases, but one that does not seem so 
probable to us. Bonney and Glendining (1910) 
first described the condition of adenosis of the 
vagina, in which mucinous glands are found in 
the vaginal wall. Plaut and Dreyfuss (1940) 
mentioned the possibility of adenocarcinoma 
arising in such cases. In the present material 
there was no evidence of this condition. 
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SUMMARY 


Three cases of carcinoma arising in endo- 
metriomata are described, one in the ovary and 
two in the recto-vaginal septum. 


We wish to thank Sir Charles Read and Mr. 
J. B. Blaikley for allowing us to describe cases 
that were under their care, and Professor H. A. 
Magnus for his report on one of the cases. 
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ACUTE TUBULAR NEPHROSIS COMPLICATING 
SEPTIC ABORTION AND PERITONITIS 


A Case I}ustrating Further Difficulties in Management 
BY 
A. E. R. Buckie, M.B., B.S., M.R.C.O.G. 


AND 


J. H. Peer, F.R.C.S., F.R.C.O.G. 
From The Princess Beatrice Hospital, London, S.W.5 


ALTHOUGH not infrequent, cases of acute 
tubular nephrosis pose an interesting and 
challenging clinical problem. Difficulties in 
management have been reported and discussed 
by certain writers (Bull, 1952; Russell et al., 
1954; Lewis, 1956) but it is felt that the case 
detailed below deserves record on account of 
the unusual complications encountered. 


Case REPORT 


W.F., aged 22 years, was admitted to hospital 16th 
September, 1956 with a history of abdominal pain and 
vaginal bleeding for 4 days. There had been no relevant 


History of the Present Condition 

The patient stated that her last menstrual period 
commenced 15th May, 1956. Knowing herself to be 
some 18-weeks pregnant, she administered herself a 
soap and water douche 5 days prior to admission. There 
was no immediate pain but labour commenced the 
following day and she ‘aborted after an 18-hours labour. 
As no medical attendant was called, it was not known 
whether or not the abortion was complete. She remained 
in bed after aborting, experiencing much abdominal pain 
and vaginal bleeding. There had been some vomiting in 
the forty-eight hours prior to admission. 


Condition on Admission 

The temperature was 101-4° Fahrenheit and the pulse 
rate was 120 per minute. The patient was pale, anxious, 
dehydrated and obviously in much pain. The tongue was 
furred and dry. 

Cardiovascular system. The blood pressure was 110/70 
millimetres of mercury. No abnormality was detected on 
auscultation. 

Respiratory system. No abnormality was found. 
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Abdomen. There was distension of the abdomen, 
particularly in the lower half and guarding was 
generalized. There was no diminution of liver dullness 
and bowel sounds were present. 

Vaginal examination. There was a dark-brown offensive 
loss per vaginam and pieces of membrane could be felt 
protruding through a lacerated, open cervix. The uterus 
felt bulky and masses were present on either side of the 
uterus, though exact definition was not possible on 
account of the abdominal guarding. 

A diagnosis of peritonitis, secondary to septic abortion, 
was made. 


Investigations 

Blood. Haemoglobin, 7-6 grammes per cent. Group A, 
Rhesus negative. Haematocrit reading, 24 per cent. 
White cell count, 23,000 per cubic millimetre, with 90 
per cent polymorphonuclear leucocytes. 

High vaginal swab subsequently grew Escherichia coli 
on culture. The organism was sensitive to tetracycline 
and chlortetracycline. No anaerobic organisms were 
isolated. 

Catheter specimen of urine. The specimen was cloudy 
and offensive. Chlorides were present, as was albumin 
and the Rothera test was strongly positive. No blood 
was found. Subsequent culture revealed E. coli present, 
with the same sensitivity to antibiotics as the organism 
isolated from the high vaginal swab. 


Treatment and Subsequent Progress 

In view of the dehydration and ketosis, treatment was 
commenced with intravenous 4-3 per cent dextrose in 
saline, 500 milligrammes of chlortetracycline being 
added to each litre of fluid. Following the first litre, one 
pint of blood was given. 

17.9.56. At the end of the first 24-hour period, a poor 
urinary output was noted: it was thought probable that 
there was an associated acute tubular nephrosis and 
blood was taken for determination of electrolyte levels. 
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There had, nevertheless, been some improvement in the 
general condition of the patient, the abdomen being 
softer and it was now possible to outline a mass 
extending up to the level of the umbilicus. 

Despite the abdominal distension, it was thought 
possible to give the Bull’s régime via a transnasal, 
intragastric tube. Should this prove unsatisfactory, it was 
proposed to give the patient hypertonic glucose directly 
into the inferior vena cava. Chlortetracycline was dis- 
continued in view of the presumptive renal lesion and the 
patient commenced on penicillin, one mega-unit daily. 
Daily electrolyte levels were to be performed and the 
patient given intramuscular ascorbic acid and vitamin 
B-complex on alternate days. 

18.9.56. The patient remained very ill and drowsy. 
She passed a little blood and mucus per rectum but 
rectal examination, whilst confirming the presence of a 
pelvic mass, revealed no sign of softening of the rectal 
mucosa. The abdomen remained distended and bowel 
sounds were infrequent. The twenty-four hour urinary 
volume totalled 130 millilitres. 

19.9.56. There was no change in the very ill condition 
of the patient and slight diarrhoea continued. The total 


urinary output for the twenty-four hours totalled 104 
millilitres. { 

20.9.56. The diarrhoea became more marked and oral 
water was given in addition to the Bull’s régime to 
compensate for the estimated loss. 

21.9.56. The patient became restless, confused and 
unco-operative in the early part of the day. Respirations 
rose to thirty-five per minute and chest examination 
revealed reduced air entry at the right base. Portable 
chest X-ray confirmed collapse at the right base, possibly 
resulting from infarction. 

The alkali reserve was found to have fallen to 12 milli- 
equivalents per litre and intravenous Ringer-lactate 
solution was given in an attempt to correct this. As the 
haemoglobin level remained low, a further pint of blood 
was given. Urinary output totalled 76 millilitres. 

22.9.56. The general condition was improved and there 
had been a fall in both the respiration rate and the pulse 
rate. Diarrhoea again became marked and the Bull’s 
solution was given at a reduced rate. 

23.9.56. A generalized purpuric rash appeared during 
the day. The abdominal mass was smaller and better 
defined bui the diarrhoea continued and intravenous. 
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Ringer-lactate was given in view of the low alkali reserve. 

24.9.56. Culture of the stools revealed no pathogenic 
bacteria and no staphylococci were isolated. Blood 
examination showed a normal platelet count. Diarrhoea 
was once more severe and the Bull’s régime was modified, 
200 grammes of glucose being given in 600 millilitres of 
distilled water, intravenous M/2 lactate solution also 
being given in a further attempt to raise the level of the 
serum sodium and the alkali reserve. Urinary output 
had now improved and totalled 317 millilitres in the 
24-hours iod. 

25.9,56. As the diarrhoea continued unabated, the 
Bull’s solution was discontinued. There had been some 
improvement in the serum sodium and the alkali reserve, 
but there had been a fall in the level of the serum 
potassium. Intravenous M/2 lactate was continued and 
potassium chloride given with oral water. A further pint 
of blood was given during the day. 

26.9.56. Diarrhoea continued, but there was less 
abdominal distension. Potassium chloride was given in 
the oral water and intravenous Darrow’s solution 
administered. The urinary output had now risen to 
600 millilitres, although the specific gravity was low. 

27.9.56. Diarrhoea continued and there was some 
facial oedema present. In addition to 4-3 per cent 
dextrose in saline, two pints of blood were given during 
the day and oral water with added potassium chloride 
continued. Despite the increase of the urinary output to 
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over 800 millilitres in the 24-hours period, the blood urea 
continued to rise and reached 532 milligrammes per cent 
today. 

28.9.56. There was lessening of the facial oedema and 
the urinary output rose sharply, reaching almost 3,000 
millilitres. There was lessening of the diarrhoea. 

29.9.56. Diarrhoea lessened, but the massive diuresis 
continued. Oral potassium, saline and glucose were given 
in addition to the intravenous fluids. 

30.9.56. The general condition of the patient improved 
markedly and she felt hungry for the first time since 
admission. Massive diuresis continued and the output 
of urine reached almost 6 litres in the 24-hours period. 
There had also been a fall in the blood urea to 400 milli- 

per cent and the diarrhoea had abated. 

1.10.56. Although the general condition of the patient 
had improved, there was some dehydration. No further 
diarrhoea occurred and oral fluids, with added saline, 
glucose and potassium were pressed. In addition, the 
patient was given oral vitamins and light diet was 
allowed. 

2.10.56. There was a lessening of the urinary diuresis 
and the patient appeared more hydrated. Intravenous 
fluids were continued in addition to oral fluids. 

4.10.56. The patient had remained febrile over the 
preceding 4 days and today commenced discharging 
offensive pus per vaginam, subsequent culture of which 
grew E. coli, sensitive to tetracycline. 
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9.10.56. Despite the passage of pus per vaginam, the 
patient remained febrile. Penicillin had been discontinued 
and tetracycline, 250 milligrammes, 6-hourly, substituted. 
Repeated white cell counts were persistently low and 
there was no polymorphonuclear leucocytosis in the 
differential counts. 

As the electrolyte levels remained satisfactory and the 
blood urea was falling, examination under anaesthesia 
was carried out the following day under general 
anaesthesia (Pentothal-gas-oxygen), revealing a large 
it.flammatory swelling behind the uterus. Direct examina- 
tion showed pus discharging through the cervix uteri. 
Drainage of the inflammatory mass was performed 
through a posterior colpotomy, several ounces of thick, 
yellow-brown offensive pus being released. A wide-bore 
drain was left in position for forty-eight hours. 

Following operation, there was a marked improvement 
in the general condition of the patient and the tempera- 
ture fell to normal in seventy-two hours. However, there 
appeared to be a continuing depression of the bone 
marrow, as evidenced by the continuing low white cell 
count and the failure of the haemoglobin level to rise 
despite repetitive transfusions. 

In view of this toxic depression of the bone marrow, 
two pints of fresh blood were given, followed by a course 


‘of 900 milligrammes of intravenous iron. Marrow 


biopsy had been carried out and revealed an actively 
maturing granulocytic marrow with much stainable 
iron; erythropoiesis was seen to be normal, but depressed. 
During the time that attempts were made to raise the 

in level, the patient was given short-wave 
therapy, but this was discontinued as there was a recur- 
rence of temperature and lower abdominal pain. 
Although there remained a mass to the right side of the 
uterus, it was decided to allow the patient home and to 
re-admit her later for operation. She was accordingly 
discharged on 13th November, 1956 and asked to 
return in four weeks. 

She returned, however, twelve days later with a recur- 
rence of the abdominal pain. No change in the findings on 
pelvic examination was noted and, after two further 
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aus AFTER ADMISSION 
Fic. 3 
Haemoglobin levels. 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


28.11.56. Laparotomy was carried out (J.H.P.) under 
general anaesthesia (Pentothal-tubarine-gas-oxygen). On 
opening the peritoneal cavity, multiple adhesions were 
found between small and large intestine, Fallopian tubes 
and uterus. The right tube and ovary were expanded into 
a large tubo-ovarian mass. 

The adhesions were separated and examination of the 
left tube showed that it was swollen but had a patent 
lumen. A perforation in the posterior surface of the 
uterus was seen after separation of adhesions, this 
opening being the route via which pus had drained prior 
to posterior colpotomy. The right tubo-ovarian mass was 
resected and, after the edges of the uterine opening had 
been trimmed, closure of the latter was performed, after 
a drainage tube had been inserted into the vagina and the 
upper end left lying in the uterine cavity. Baldy-Webster 
sling operation and appendicectomy were carried out 
and the abdomen closed without drainage. The post- 
operative course was uneventful and the patient was 
discharged three weeks after operation, menstruation 
having recommenced during this time. 


Investigations During Second Admission 

Chest X-ray. No abnormality was seen. 

Blood. Haemoglobin, 12 grammes per cent. Blood 
urea, 32 milligrammes per cent. 

Renal function. Urea clearance: Cs was 80 per cent of 
normal. Concentration/Dilution, concentration to a 
specific gravity of 1,026. Dilution to a specific gravity of 
1,002. Catheter specimen of urine: no casts or red cells 
were found and cultures were sterile. 


DISCUSSION 


The treatment of cases of acute tubular 
nephrosis complicating septic abortion follows 
the principles of fluid restriction, as advised by 
Lattimer (1945) and a high carbohydrate and 
fat, but restricted protein diet, as suggested by 
Borst (1948). The latter writer also pointed out 
the increased protein katabolism which resulted 
from sepsis and advised prophylactic penicillin 
administration in such cases. He felt that, by 
such methods, it should be possible to postpone 
a rise in blood urea to dangerous levels for at 
least three weeks. 

Bull, Joekes and Lowe (1949), in their classical 
paper dealing with the anuric uraemic, adopted 
and elaborated these principles, drawing atten- 
tion to the importance of fluid limitation to a 
volume which could be dealt with by an extra- 
renal elimination, the avoidance of ‘electrolyte 
upset and a diet rich in carbohydrate or fat, 
which would depress both exogenous and endo- 
genous protein katabolism. To this end, they 
administered a modification of the Borst diet 
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namely: Glucose, 400 grammes; peanut oil, 
100 grammes; distilled water to 1,000 millilitres; 
gum acacia, q.s. to emulsify, one litre being 
given daily by an intra-gastric Ryle’s tube. All 
vomit was strained and returned down the tube 
and the regime continued until urine secretion 
returned to a satisfactory level, any fluid lost 
being replaced over and above the amounts 
stated. 

Although this has remained the standard 
treatment, modifications have been necessary 
for certain complications encountered: 

(a) Vomiting 

The presence of vomiting has necessitated the 
substitution of direct intravenous feeding, 
achieved by giving hypertonic dextrose solution 
directly into the superior or inferior vena cava, 
for the régime mentioned above. In this respect, 
it has been shown that the breakdown of fat 
contributes to the body water at the rate of 400 
millilitres daily, so that 600 millilitres of hyper- 
tonic dextrose will suffice for the daily require- 
ments when this method is adopted. 


(b) Hyperkalaemia 

Even with the adoption of the Bull régime, this 
may occur in grossly infected cases, in which 
there is increased tissue breakdown, or may 
follow misguided potassium administration. It 
may be overcome by dialysis, by the use of ion- 
exchange resins or by the administration of 
insulin and glucose, the latter procedure 
depositing a potassium-glycogen complex. 


(c) Hypokalaemia 

Hypokalaemia occurring either in the anuric 
stage or in the stage of diuresis may be corrected 
by giving oral potassium salts or fruit juice. 


(d) Anaemia 

Anaemia constitutes one of the extra-renal 
factors which lead to a reduction in renal blood 
flow and must be corrected. 


(e) Diuresis in the Recovery Phase 

Despite the apparent recovery in renal 
function as judged by the volume of urine passed 
daily, it is realized that there may be a vast loss 
of electrolytes in this fluid and that a fatal 
outcome may result if care is not taken during 
this stage. 


FEATURES IN THE DESCRIBED CASE 

Although many complications were en- 
countered in this case, the following are thought 
to warrant special mention: 


(a) Impending Ileus: Diarrhoea 

Despite the impending ileus shortly after 
admission, it was thought possible to give the 
Bull régime in its original form by transnasal, 
intragastric drip and in this respect the supposi- 
tion was correct, for ileus did not develop and 
the solution was retained. 

However, shortly after commencing the 
régime, diarrhoea commenced and remained 
throughout the period of administration, ceasing 
only after the solution had been discontinued. 
It is felt that the high glucose content of the 
fluid may be, in itself, slightly irritant to the 
gastro-intestinal tract, for diarrhoea has been 
noted occasionally, even in the absence of com- 
plicating factors. Where peritonitis exists, it 
appears that the intestine will not tolerate this 
high glucose-fat solution and diarrhoea will 
result. In addition to loss of the solution, a 
variable loss of electrolytes must result, depend- 
ing on the degree of diarrhoea. Certainly there 
will be a high sodium and chloride loss and a 
lesser loss of potassium and bicarbonate; 
estimation of the serum levels will provide some 
idea of the amounts lost and the requirements 
to restore the balance, but may not be entirely 
reliable. 

In retrospect, had it been realized that such 
diarrhoea would occur, the adoption of direct 
intra-venacaval infusion with hypertonic glucose 
solution would have been the wiser course and 
would probably have lessened the difficulties 
encountered in the above case. Nevertheless, 
correction of electrolyte variations was achieved 
without a too rigid insistence on the anuric 
régime. 


(b) Sepsis 

The presence of gross infection in this case 
may have been responsible in part for the rise 
in the blood urea at a rate greater than had been 
anticipated from the adoption of the Bull 
régime. On the other hand, hyperkalaemia, 
which may occur in such a situation, did not 
develop and it was hypokalaemia which required 
correction. 
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(c) Anaemia 

Despite vigorous attempts to correct the 
anaemia by repeated transfusions, little improve- 
ment of the haemoglobin level was achieved. 
Toxic depression of the bone marrow, which 
was due apparently to sepsis, regressed only 
after drainage of the pelvic abscess. Although 
correction of anaemia is an integral part of the 
treatment of the syndrome, this was not 
achieved here until after recovery from the renal 
lesion. 


SUMMARY 


A case of acute tubular nephrosis occurring 
in association with septic abortion and peri- 
tonitis is described in detail. 

Mention is made of certain difficulties which 
may be encountered in such cases and the 
means whereby they may be overcome. Com- 
plicating factors in the described case are 
mentioned and discussed. 

It is suggested that where diarrhoea occurs 
during treatment with the standard Bull régime, 
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the adoption of direct intra-venacaval feeding 
may make for more satisfactory biochemical 
control. 
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PROLAPSE OF THE FALLOPIAN TUBE 
FOLLOWING HYSTERECTOMY 


BY 


R. R. TRUSSELL, M.B., M.R.C.O.G. 
Senior Registrar 


AND 


C. W. Taytor, M.B., F.R.C.O.G. 


Director of Pathology 
The Birmingham and Midland Hospitals for Women, United Birmingham Hospitals 


THE purpose of this paper is to record 7 cases of 
prolapse of the Fallopian tube at the vaginal 
vault following hysterectomy, and to discuss the 
points of interest to clinician and pathologist. 
We believe that the condition occurs more 
frequently than the sparse references in the 
literature suggest. There are particularly few 
British contributions. 

The majority of recorded cases have followed 
hysterectomy by the vaginal route. McElin 
and Ferris (1949) review the literature and find 
only 10 cases previously mentioned—of which 
6 were reported in detail. They add 2 of their 


own. Of this total of 12 cases, 10 followed 
vaginal hysterectomy, one occurred after colpo- 
tomy (Moulonguet, 1928) and one after inter- 
position of the uterus (Bower, Pearce and Con- 
way, 1940). It appears to have been generally 
assumed that the condition is not observed 
following abdominal hysterectomy (Israel, 1955). 
Funnell and Kelso (1955) felt that they had 
disposed of a myth in presenting 2 cases. 

Five of our 7 cases followed vaginal hyster- 
ectomy and 2 followed hysterectomy by the 
abdominal route. Certain details of these cases 
are set out in Table I. The general features are 


TABLE I 
Time Between Delay Between 
Case Date of Route of Operation Onset of 
Age Hyster- ‘ Indication for Operation Symptoms and 
No. on Operation Onset of an 
omy Symptoms Excision of 
Tube 
1 38 1948 Vaginal Prolapse and subinvolution 8 years 10 days 
2 40 1951 Abdominal Fibroids 6 weeks 3 months 
3 37 1951 Vaginal Prolapse and endometrial hypertrophy No symptoms 6 weeks 
a 38 1952 Vaginal Prolapse 1 year 7 months 
5 38 1952 Vaginal Prolapse and menorrhagia 6 weeks 5 months 
6 37 1955 Vaginal Prolapse and adenomyosis 1 month 5 months 
1956 Abdominal _ Fibroids: previous myomectomy 6 weeks 5 months 
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discussed in relation to the route of the pre- 
ceding operation. 


ABDOMINAL HYSTERECTOMY 

The 2 cases in this group (Nos. 2 and 7 in 
Table I) followed operations which were com- 
plicated by severe haemorrhage in the 12 hours 
immediately following hysterectomy. In one, the 
haemorrhage stopped spontaneously after trans- 
fusion of one pint of blood; in the other, 
further laparotomy was undertaken to secure a 
bleeding pedicle. Examination of these patients 
shortly before discharge from hospital showed 
that in each case the vaginal vault was still 
open. It is interesting to note that the 2 cases 
described by Funnell and Kelso had a similarly 
stormy convalescence. 


VAGINAL HYSTERECTOMY 

Three of the 5 patients in this group were 
operated on in the Women’s Hospital, Birming- 
ham (Cases Nos. 3, 4 and 5), and 2 in nursing 
homes (Cases Nos. 1 and 6). From these cases 
it is not possible to assess the overall incidence. 

Kennedy and Campbell (1942) suggest that 
prolapse of the fimbriated extremity of the 
tube “is not uncommon”, particularly after 
hysterectomy by the clamp method. Berkeley 
and Bonney (1942) refer to prolapse of the tube 
as a rare complication for which no treatment 
is needed. Campbell (1946) finds post-operative 
prolapse of the Fallopian tube to occur in 26 
of 1,361 cases of vaginal hysterectomy—Group 
1 of his large series. Unfortunately, the figures 
for the remainder, Group II, are not tabulated. 
This quoted incidence is considerable and is 
reported from a department where vaginal 
hysterectomy is preferred to abdominal hyster- 
ectomy wherever feasible. Three cases have been 
recorded by Funnell and Kelso (1955) and 3 by 
Johnson (1956). Israel (1955) finds less than 20 
cases proven by histological study. He comments 
that such examination is essential and cites 2 
cases where simple granulation tissue closely 
mimicked a prolapsed tube on naked eye 
examination. Conversely, it is possible that 
cautery to supposed “‘granulations” cures a few 
cases in which a diagnosis of prolapse of the 
tube is never considered. Our experience, how- 
ever, is that such treatment usually is inadequate. 
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OPERATIVE TECHNIQUE AND Post-OPERATIVE 
COMPLICATIONS 

In the present series, details of technique 
varied. The round ligaments were stitched 
together in Case No. 7, but in the remaining 
4 cases no attempt was made to approximate 
the ligament stumps across the vaginal vault. 
An anterior colporrhapy and posterior colpo- 
perineorrhaphy in each case formed part of the 
operation. One further factor was common to all 
5 cases; a rubber or plastic drainage tube was 
left in the vagina for 48 hours and the peri- 
toneum closed round it. 

No post-operative complications of note 
occurred. A urinary infection in Case No. 3 
responded to treatment with sulphonamides. 

Kennedy and Campbell (1942) suggest that 
if a Fallopian tube prolapses during the course 
of a vaginal hysterectomy, salpingectomy should 
be performed at that time. 


SYMPTOMS 

Our practice is to examine all patients 6 weeks 
after hysterectomy and this examination was 
carried out on the 7 cases described. The 
commonest symptom was excessive vaginal 
discharge and 5 patients complained of this at 
their first post-operative visit. It is interesting 
to note that this discharge is characteristically of 
a watery nature, so much so that on three 
occasions leakage of urine was seriously con- 
sidered both by the patient and her surgeon. 
McElin and Ferris (1949) note that in one of 
their cases the discharge was thin and watery, 
and Funnell and Kelso (1955) remark on its 
profuse watery nature. This discharge, which is 
unlike that caused by simple granulations, is 
presumably derived from an actively secreting 
tubal epithelium. Kennedy and Campbell (1942) 
speak of a regular menstrual discharge from the 
fimbriated end of the tube in some of their 
patients. 

Free bleeding was not a feature and was noted 
in only one case (No. 4) when, a year after 
operation, coitus promoted a moderately severe 
haemorrhage. 

According to McElin and Ferris, pain is a 
common symptom and Funnell and Kelso also 
speak of varying degrees of abdominal dis- 
comfort. None of our patients complained of 
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Drawing of characteristic red polypoid tissue 

projecting into the vagina, in this instance at the 

right extremity of the vault—exposed by speculum 
(Case 1). 
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Portion of section showing typical congested plicae of Fallopian tube and 
their covering epithelium (Case 1). x 100. 


Fic. 3 
Distorted plicae containing gland-like structures (Case 1). = 100. 
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Gland-like structures lying in a bed of haemorrhagic granulation tissue. Such 
an area may be mistaken for endometriosis (Case 1). x 100. 


Fic. 5 


Portion of tube showing the features of follicular salpingitis. In a biopsy, 
this appearance may not be recognized unless tubal origin is suspected (Case 1). 
x 100. 
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pain—this may be related to the low incidence 
of pelvic sepsis and haematoma formation in 
our series. It is possible that pain is due to 
resultant fibrosis rather than to the prolapsed 
Fallopian tube. One patient was symptom-free 
for one year and another for 9 years following 
operation. In all cases the symptoms continued 
until the fimbriated end of the prolapsed 
Fallopian tube was excised. Funnell and Kelso 


also record that some cases are symptom-free. 


for considerable periods. The interval of 9 years 
in our Case No. | appears to be the longest on 
record. 

CLINICAL PICTURE 

There are certain characteristic features. The 
presenting fimbriae often resemble prolifera- 
tions of granulation tissue. They are often larger 
than the flat button granulations seen occasion- 
ally along the suture line in the vagina, are 
usually single and the size of a pea or cherry. 
The lesion in its most recognizable form has the 
appearance of a bright red sea anemone pro- 
jecting into the vagina (Fig. 1). 

The site of the proliferations in the present 
series was always at the apex of the vagina. 
Kennedy and Campbell (1942) state that for 
some unknown reason it is the left tube which 
usually prolapses following vaginal hyster- 
ectomy. We have no such information on 4 of 
our cases but in the fifth, personally observed, 
the tube was at the right extremity of the vault 
scar. In Case No. 7, following abdominal 
hysterectomy, the left Fallopian tube had been 
removed with the uterus. A case has been 
reported (Thurig, 1943) of the prolapse of a 
Fallopian tube through the operation scar in 
the anterior vaginal wall; this clearly must be a 
possibility when anterior colporrhaphy is com- 
bined with the hysterectomy. 


PATHOLOGY 

Granulations from the vault of the vagina 
following surgery are often submitted for 
microscopy. Although the clinician may con- 
sider prolapse of the Fallopian tube in differ- 
ential diagnosis, this possibility may not be 
communicated to the pathologist. In all but 2 
of the 7 cases tabulated in this paper, the tissue 
was labelled “‘Granulations from the vaginal 
vault”’. 


The diagnosis of prolapsed Fallopian tube was 
confirmed by histological study in all 7 cases. 
That this is an essential criterion is stressed by 
Israel (1955). In most instances, naked eye 
examination of the tissue sent to the laboratory 
gave no indication of its nature. However, it 
was more generous in amount than that usually 
received from “‘vaginal granulations’”’ and some- 
what polypoid in form. 

We were fortunate in that the first specimen 
encountered in 1951 was on microscopical 
examination obviously a portion of Fallopian 
tube. Variations in pattern and structure due 
to ulceration and inflammation characterized 
this and later specimens. The illustrations are 
from various fields of one section (Case No. 1) 
and demonstrate the different features. In 5 of 
the 7 cases portions of fibromuscular tissue were 
noted but have no architecture suggesting 
muscular tube—the plane of sectioning is 
usually haphazard in such biopsy material. 
Tubal fimbriae and plicae may be obvious or 
may be ulcerated, inflamed and deformed. 
Pseudo-glandular patterning, similar to that seen 
in certain types of salpingitis, is present in most 
of the sections in our series. The findings of 
unexpected atypical glandular epithelium in a 
vaginal biopsy led an experienced colleague to 
suggest a possible diagnosis of carcinoma in one 
of our cases. Careful search revealed areas in 
which plicae or fimbriae could be recognized 
though disfigured—this is true of all our sections. 

From our study of the histology, confusion 
with endometriosis is most likely. Vaginal vault 
endometriosis is usually ulcerated and the 
ectopic endometrial glands often lie in a bed 
of granulation tissue. This picture can be very 
similar to portions of prolapsed Fallopian 
tube. 

Misdiagnosis will be rare if the possibility 
of post-operative tubal prolapse is realized. 
One of our reasons for publication is to 
emphasize this point. 


TREATMENT 
In 4 cases, prolapse of the Fallopian tube 
was either recognized or strongly suspected at 
the first visit to the out-patient department 6 
weeks after operation; immediate excision of 
the projecting tissue and cautery to the stump 
5 
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of the tube was carried out in 3 patients. One 
was dealt with in the out-patient department 
and the other 2 were admitted to hospital and 
treated under a general anaesthetic. In the case 
personally observed, the tube was dissected free 
from the surrounding vaginal mucosa and 
excised as high as possible; the vault was closed 
with interrupted sutures. Healing of the vault 
was complete in these 3 cases by the next visit 
6 weeks later. 

The fourth patient in this group and the 
remaining 3 cases in which the condition was 
initially unsuspected, were treated variously by 
hot wire cautery, cautery with silver nitrate and 
the daily insertion of ichthyol pessaries. This 
treatment had but a temporary effect and the 
symptoms rapidly returned. When, however, 
excision under anaesthesia was performed after 
delays from 6 weeks to 7 months and the stump 
either cauterized or oversewn, the condition 
gave no more trouble. 

Kennedy and Campbell (1942) state that the 
fimbriated end of the tube can be destroyed by 
cautery. (They prefer to use a plumber’s 
soldering iron heated by a Bunsen burner.) 
Study of our cases suggests that this may not 
be adequate. We agree with Funnell and Kelso 
(1955) that it is better to grasp the tumour 
and free the tube from the vaginal cuff. Traction 
will then deliver the tube and allow ligation 
and fairly high excision. The vagina may be 
secured with interrupted sutures. It is probably 
not necessary to excise the entire tube but 
important to remove the fimbriated end. 

In the case described by Moulonguet (1928), 
in which prolapse of the tube followed colpo- 
tomy, treatment consisted of replacing the tube. 
In another (Bower et al., 1940), abdominal 
excision was performed. 


DISCUSSION 


Factors Predisposing to Tubal Prolapse After 
Hysterectomy 

Review of the literature suggests that a febrile 
post-operative course with the formation and 
subsequent discharge per vaginam of a haema- 
toma predisposes to prolapse of the Fallopian 
tube. Various authors include poor physical 
condition of the patient, inadequate pre- 
operative preparation of the vagina, operative 
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difficulty, lack of accurate haemostasis and 
failure to close securely the tissues at the vaginal 
vault with or without the employment of a drain 
in the cul-de-sac. 

Funnell and Kelso stress the importance of 
closing the peritoneum and approximating the 
fascia after the union of the ligament stumps. 
They find it hardly possible to envisage omission 
of these steps as the only cause of separation 
of the suture line of the vaginal cuff. 

One of our cases, however (No. 4), showed a 
perfectly healed vault 6 weeks after operation 
only to return 9 months later with a prolapsed 
Fallopian tube. McElin and Ferris (1949) report 
a similar instance. Israel (1955) records a case 
in which, after a sudden effort some 6 months 
following a Mayo vaginal hysterectomy, the 
Fallopian tube protruded from the vagina for 
a length of 3} inches. 

In the present series, vault haematomata with 
pyrexia followed abdominal hysterectomy in 
both instances. The 5 cases of tubal prolapse 
after vaginal hysterectomy were free of major 
post-operative complications and in these the 
use of an intra-peritoneal drainage tube must be 
considered significant in the production of the 
lesion. This drain was often perforated laterally 
and it is possible that its withdrawal 48 hours 
after operation may have brought down the 
fimbriated end of the Fallopian tube towards, 
if not through, the vault of the vagina. No cases 
of tubal prolapse have as yet been seen following 
441 vaginal hysterectomies performed in the 
Women’s Hospital during 1955 and 1956. It is 
interesting to note that the drainage tube was 
not used during these years. There certainly 
seems little to be gained by the employment of 
an intra-peritoneal tube when an extra-peritoneal 
drain serves as well or better. 

Abnormality of the Fallopian tubes con- 
served at hysterectomy is not recorded in our 
cases. We consider that there is no evidence of a 
relationship between tubal disease and sub- 
sequent tubal prolapse. 


Diagnosis 

McElin and Ferris (1949), discussing vaginal 
tumours which appear after vaginal hyster- 
ectomy, specify those that are not covered by 
intact vaginal epithelium as: 
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(1) Proliferative granulation tissue associated 
with surgery. 

(2) Granuloma not associated with surgery. 

(3) Malignant lesions. 

(4) Prolapsed Fallopian tube. 


To this we would add a fifth, endometriosis. 
Mention has already been made of the features 
that usually distinguish prolapsed Fallopian 
tube from the simple flat granulations occasion- 
ally found along the suture lines in the vagina 
following surgery. The granulations rarely 
cause symptoms and if they do not disappear 
without treatment will rapidly respond to simple 
cautery. 

Granuloma of the vagina is rarely seen in this 
country but must always be thought of when 
indolent ulcerative lesions of the genital tract 
are present. 

Difficulty may arise in distinguishing the 
prolapsed tube from a metastasis or recurrent 
carcinoma when the pelvis has been the site 
of malignant disease. This difficulty has perhaps 
been overstressed in the literature. 

A monthly blood-stained discharge from the 
fimbriated end of the prolapsed tube has been 
recorded by Kennedy and Campbell (1942). 
This phenomenon has not been seen in our 
series. We know, however, of cases where a 
similar regular monthly ‘“‘show” has occurred 
after hysterectomy due to cyclical activity of an 
area of endometriosis remaining in the vaginal 
vault or recto-vaginal septum. Endometriosis in 
these circumstances may resemble the fimbriated 
end of the Fallopian tube. 

Biopsy of all post-operative proliferations of 
the vagina is desirable. If this is not carried out 
on every small granulation that presents along 
the suture line, at least it is necessary in those 
that persist or fail to respond to treatment and 
in every case of larger single projections. The 
various histological patterns provided by pro- 
lapsed Fallopian tube have been described and 
illustrated under the heading “Pathology”. 

The problem of diagnosis may be great when 
the lesion is first seen a long time after hyster- 
ectomy. We consider that the possibility of 


prolapsed Fallopian tube should be remembered 
in the differential diagnosis in all cases of vaginal 
lesions found after hysterectomy, particularly 
when the operation has been performed by the 
vaginal route. 


SUMMARY 


Seven cases of prolapse of the Fallopian tube 
at the vaginal vault are described. Five followed 
vaginal hysterectomy and 2 hysterectomy by the 
abdominal route. 

The causes of tubal prolapse are discussed. 
In the present series the use of an intra- 
peritoneal drainage tube after vaginal hyster- 
ectomy is considered to be a factor; vault 
haematoma complicated both cases of abdomi- 
nal hysterectomy. 

Differential diagnosis from  granulations, 
endometriosis and malignant disease is discussed 
and the importance of biopsy stressed. 

The condition was recognized and treated 
within 6 weeks to 1 year of hysterectomy, except 
in 1 case when 8 years elapsed. 

Excision of the fimbriated end of the pro- 
lapsed Fallopian tube is necessary for complete 
cure. 


We wish to thank the Consultant Staff of the 
Women’s Hospital for permission to publish 
details of these cases. We are especially indebted 
to Mr. P. J. Ganner, F.R.C.S., F.R.C.O.G., for 
helpful criticism. 
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THE ESTIMATION OF FOETAL MATURITY 


BY 


IAN Cope, F.R.C.S.(Eng.), M.R.C.O.G. 
Registrar 


AND 


J. DUNCAN Murpocu, O.B.E., F.R.C.S.Ed., F.R.C.O.G. 


Senior Lecturer 
Institute of Obstetrics and Gynaecology, Hammersmith Hospital, London 


Tue radiological appearance of certain epi- 
physeal centres of ossification is frequently used 
in the estimation of the degree of foetal maturity. 
The reported range of the time of epiphyseal 
ossification is wide. It is doubtful whether this 
range would be so wide were it possible to 
relate the appearance and development of 
centres of ossification to the true gestation age. 
There is a distinct possibility that the apparent 
gestation age, as calculated from the onset of 
the last menstrual period, could be over- 
estimated with some frequency. 

In a statistical study of a large series of sur- 
viving infants of spontaneous deliveries (Karn 
and Penrose, 1951), it may be observed that if 
the number of infants born from the 275th day 
to 289th day are regarded as born normally at 
term (range 15 days), there will be about one-half 
of that number of infants born on or after the 
290th day, while about one-tenth of that number 
will be born on or after the 305th day. Also, 
the work of Collett, Wertenberger and Fiske 
(1954), showing in healthy females at various 
ages the occurrence of menstrual cycles varying 
from 16 to 92 days and ovulation times ranging 
from the 4th to the 39th day of cycle, provides 
further grounds for regarding the apparent 
gestation age as an unreliable method of 
estimating foetal maturity. Therefore, for singlets 
it seems to be essential that the true gestation 
age should be known if a truly accurate com- 
parison is to be made of the radiological signs 
of ossification in individuals of equivalent 
maturity. 


In a communication (Murdoch and Cope, 
1957) which showed a variation in certain 
ossification centres at term, the selection of the 
newly-born infants depended mainly upon the 
spontaneous delivery within three days of the 
expected date according to the Naegele calcula- 
tion. This selection provided infants whose 
gestation age was probably as nearly identical 
as it is reasonably possible to obtain for large 
numbers of singlets. However, as the method 
depended largely on menstrual dates, although 
checked by clinical assessments during preg- 
nancy, the possibility of erroneous selection 
and invalid conclusions remained. 

Another method of obtaining infants of 
equivalent maturity is the examination of twins. 
If, on comparison of the individuals of twin 
sets, there should be marked ossification 
differences, there would be conclusive evidence 
that certain factors, other than the period of 
gestation, can greatly modify the time of appear- 
ance and size of epiphyseal centres. Moreover, 
if marked difference in the epiphyseal centres 
should be present in some twins of identical 
age, it would be of interest to look for associated 
conditions which might promote the difference, 
such as variations in the foetal sex or weight or 
placental development. Also, we might ask 
ourselves “‘In a twin set with unequal epi- 
physeal development, is the retarded foetus at 
a disadvantage and less likely to survive and 
thrive at birth?”’, and “‘In a singlet pregnaney, 
is a foetus with well-developed epiphyses better 
able to survive than a foetus of equivalent 
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maturity without epiphyses?”’ The answers 
to these questions are not known. 

The following results are reported as a small 
contribution in the investigation of some of 
these important questions of foetal radio- 
diagnosis and prognosis: 


OSSIFICATION CENTRES IN TWINS 


The ossification of the lower femoral and 
upper tibial epiphyses and of the cuboid was 
examined in 11 twin sets. One twin had a 
disorder of bone development and showed a 
gross variation in the ossification of these 
centres. 

There were 7 sets of normal twins of like 
sex: in 6 sets, the ossification was developed 
fairly equally in the siblings, the slight advantage 
where noted coinciding with the greater weight. 
In one set of male twins, weighing 7 pounds 10 
ounces, and 4 pounds 14 ounces, the ossification 
was considerably more advanced in the heavier 
twin. 

There were 3 twin sets of unlike sex: in one 
of these sets a female weighing 4 pounds 13 
ounces showed little discernible advance in 
ossification compared with the male weighing 
4 pounds 9 ounces; in the other two sets, the 
female showed more advanced epiphyseal 
development despite the fact that in one of 
these sets the weight of the female, 6 pounds 
4 ounces, was less than the male, 6 pounds 
12 ounces. 

In one set of unlike twins, the female infant 
had large ossification centres such as are com- 
monly regarded as compatible with prolonged 
pregnancy: this infant’s apparent gestation age, 
as calculated from the last menstrual period, 
was 37 weeks and its weight was 5 pounds 
8 ounces; it was therefore premature by dates 
and by weight. Its twin was a male infant 
weighing 5 pounds 3 ounces with an average 
degree of lower femoral epiphyseal ossification, 
slight upper tibial ossification, and no cuboidal 
ossification. 

There was no correlation between the weights 
of the placentae, when separate, and the epi- 
physeal development in the twins. 

In the remaining case, one male twin had 
Ellis-Van Creveld disease, an osteo-chondro- 
dystrophy associated with cardiac abnormalities. 
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The normal male infant, weighing 6 pounds 
2 ounces, had a large femoral epiphysis, a small 
upper tibial epiphysis and no cuboid centre. 
The abnormal infant, weighing 6 pounds 12 
ounces, had a large cuboid centre but neither 
lower femoral nor upper tibial epiphysis. 

Epiphyseal ossification was present in at least 
one centre in all infants; the weight varied from 
4 pounds 7 ounces to 7 pounds 10 ounces, and 
the apparent gestation age from 37 to 41 weeks. 

All the infants survived delivery and were 
thriving normally at the end of the neonatal 
period with the exception of the example of 
Ellis-Van Creveld disease. 


DISCUSSION 

It has been suggested that the reported 
variations in the time of appearance and rate 
of development of certain ossification centres 
might be largely due to errors in the estimates 
of the maturity of the infants examined. The 
evidence from this small series of twin preg- 
nancies shows that wide variations in ossification 
do, in fact, occur in infants of equivalent true 
gestation age. 

Where the difference was marked, in two cases 
the female twin showed more advanced ossifi- 
cation than the male, which accords with 
previous observations in singlets of apparently 
similar gestation age; in a third case of marked 
difference in ossification in male twins, the more 
advanced development occurred in the foetus 
of substantially greater weight. 

The presence of advanced ossification in a 
premature female, with average ossification in 
its male twin, at the age of 37 weeks, suggests 
that true postmaturity cannot be recognized 
by the degree of epiphyseal ossification. 


SUMMARY 
In twin pregnancies, which provide a certain 
method of comparison of individuals of exactly 
equivalent maturity, wide variations in epi- 
physeal ossification are present. 
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ADENOCARCINOMA OF THE ENDOMETRIUM WITH 
MALIGNANT STROMATOSIS 


BY 


EpwarpD Cope, M.D., M.R.C.O.G. 
Consultant Obstetrician and Gynaecologist 
Dudley Road Hospital, Birmingham 


Tuis case, in which there co-exists in the endo- 
metrium an adenocarcinoma arising from the 
epithelial elements and a sarcoma from the 
stroma, is being recorded not only for its 
rarity, but for the interesting histopathology 
and its relationship to other double malig- 
nancies arising in the uterus. 


The patient, a single, nulliparous woman aged 56 
years, who had had the menopause 3 years 
canted en the 1956, with a 
9-weeks history of severe post-menopausal bleeding. 

On examination she was thin, pale and looked ill. 
There was nothing abnormal in her general systems, but 
abdominal examination revealed a fibroid mass arising 
out of the pelvis and palpable two-fingers breadth above 
the symphysis pubis. 

An intact hymen precluded vaginal examination, but 
rectal examination confirmed that the mass was uterine. 
Mobility was limited but there was no gross invasion of 
the utero-sacral ligaments. 


corporeal malignancy associated with fibroids was 
diagnosed. The cervix was closed with figure of eight 
sutures, and the abdomen was opened. 

The mass was fixed in the pelvis by solid oedema which 
ballooned the broad ligaments and extended on all sides 
to the pelvic walls. There were no abdominal metastases 
and a total hysterectomy with bilateral salpingo- 
odphorectomy was performed. The clamps cut straight 
through the broad ligaments and the operation consisted 
largely of scooping the uterus and appendages out of the 
pelvis, bleeding being controlled by pressure. 

It was thought worth while to remove the main mass 
in the hope that the pelvic lymphatic involvement would 
respond at least temporarily to irradiation, and that 
bladder and rectal involvement would be delayed. 

The patient made a good recovery, the malignancy was 
confirmed histologically, and deep X-ray therapy was 
given. A central dose of 3,360 roenfgens was delivered 
to the pelvis through anterior and posterior fields over a 
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six-weeks period. This rather extended period had to be 
used as her leucocyte count fell to 1,500 per cubic 

Now, 9 months later, she appears to be in good health 
and there is no evidence of growth in her pelvis or 
elsewhere. 


SURGICAL SPECIMEN 


This consisted of the uterine body and small 
cervix and both tubes and ovaries. The uterine 
body measured 11 x 10 x8 centimetres, and was 
distorted by fibroids. The cervical canal 
measured only 3 centimetres in length. Both 
tubes and ovaries appeared normal. The 
endometrial cavity was filled with a greyish- 
pink, polypoid, friable mass arising from the 
fundus and the adjacent anterior and posterior 
walls. 

Microscopic examination revealed a typical 
adenocarcinoma of the endometrium with an 
associated stromal sarcoma (Fig. 1). The 
fibroids were simple and there were no meta- 
stases in the ovaries. 

The sarcomatous element (Fig. 2) consisted 
of plump, spindle-shaped cells exhibiting hyper- 
chromatism, loss of nuclear polarity and many 
abnormal mitoses. None of the cells contained 
myofibrils. Morphologically the cells were 
different from anaplastic carcinoma and reti- 
culin staining showed reticulin fibres inter- 
mingled among the cells in the sarcomatous 
portion, but situated only around the alveoli in 
the adenocarcinoma. 

Photomicrographs (Figs. 4 and 5) of a case 
of benign stromatosis not previously published, 
are shown for comparison. The similarity in 
morphology between the sarcoma and this 
benign stromatosis is easily seen, and there is 
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Fibro-sarcomatous elements of the endometrial tumour. x 520. 
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Benign stromatosis x 520, to be compared with the fibro-sarcoma in Figure 2. 
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little doubt that the sarcoma is a fibro-sarcoma 
derived from endometrial stroma. 


COMMENT 

Double malignancies arising in « single organ 
have been variously classified, and the term 
“carcino-sarcoma”’ coined by Virchow in 1863 
has been loosely applied to them. 

Meyer in 1919 grouped these cases into 
collision, composition and combination tumours 
and this has formed the basis of most recent 
classifications. Collision tumours are those in 
which a carcinoma and a sarcoma arise in 
different parts of the same organ and which meet 
when the intervening tissues are invaded. 

Composition tumours are those in which a 
sarcoma arises in the stroma of a carcinoma. 
These can only be diagnosed in the human on 
a histopathological basis, but they have been 
induced experimentally in the breast tissues of 
mice by repeated transplantation of breast 
carcinoma. The elements of carcino-sarcomas 
so induced can be separated and carried on 
apart from one another (Apolant and Ehrlich, 
1906; Dunning, Curtis and Maun, 1945; 
Haaland, 1908; Ludford and Barlow, 1945; 
Harvey and Hamilton, 1935). 

Some well-known authorities including Willis 
(1948) and Novak (1952) are sceptical of this 
condition and consider that most, if not all, 
cases are carcinoma, areas of which are ana- 
plastic with a sarcomatous appearance. As 
previously mentioned we have carefully studied 
the sections with this in view, and there appears 
to be no doubt that the sarcomatous element 
consists of malignant fibroblasts arising from 
the endometrial stroma. 

The carcinomatous element (Fig. 3) is histo- 
logically quite definite and of a well-differentiated 
type. There are no areas in which the carcinoma 
appears to be showing increasing anaplasia. 

Other possible sources of error, such as 
invasion of a benign tumour, altered cell 
morphology due to irradiation, and the en- 
closure with degeneration of normal endo- 
metrium by sarcoma, have been carefully 
considered and excluded. The uterine fibroids 
were simple, the patient had received no pre- 
vious irradiation, and, as stated above, the 
carcinomatous element is quite definite. 


Combination tumours are those containing 
tissues heterotopic (dysontogenetic) with regard 
to the endometrium, and include teratomas and 
mixed mesodermal tumours. 

It is possible to argue that, as all the con- 
stituents of the uterus other than nervous 
tissue are mesodermal in origin, all the so-called 
composition tumours are also mixed meso- 
dermal tumours. We agree, however, with 
Symmonds and Dockerty (1955), that it is 
preferable to limit the term carcino-sarcoma 
to those cases in which no heterotopic tissue 
can be found, and to classify them separately 
from the mixed mesodermal tumours. 

In our case careful examination of many 
sections failed to reveal any heterotopic tissues, 
and on this basis the case we have described is a 
true carcino-sarcoma of the uterus, of which 
about fifty others have been previously recorded 
(Karpas and Speer, 1957). 

The prognosis for carcino-sarcoma, like that 
for mixed mesodermal tumours, has so far been 
poor. The total number recorded, however, 
has been small. The case described by Karpas 
and Speer is alive after 3 years and two cases 
of carcino-sarcoma of the bronchus described 
by Bergmann, Ackerman and Kemler (1951) 
were alive after 6 years. 

Most of the cases were advanced, and it 
would be reasonable to expect that carcino- 
sarcoma of the uterus would have a better 
prognosis than mixed mesodermal tumours, if, 
as we suggest, they are derived from more 
mature tissues. It is of value, therefore, to 
attempt to separate this group, not only for 
academic reasons, but in order to determine 
whether or not it has a different prognosis. 


SUMMARY 


A case of adenocarcinoma of the endometrium 
with malignant stromatosis treated by total 
hysterectomy and deep X-ray therapy is 
described, and the histopathology briefly dis- 
cussed. 
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ACUTE HYDRAMNIOS TREATED BY ABDOMINAL 
PARACENTESIS 


Case Report 


BY 


GeorGe R. Brown, M.B., Ch.B. 
Junior Hospital Medical Officer 
Lennox Castle Maternity Hospital, Glasgow 


Acute hydramnios is a rare complication of 
pregnancy. Both from a review of the literature 
and from his own experience Mueller (1948) 
concluded that the incidence was about | in 
12,500 pregnancies. 

Symptoms usually arise in the Sth or 6th 
month of pregnancy and are so distressing as to 
necessitate the immediate withdrawal of some 
of the excess liquor amnii either by abdominal 
paracentesis or per vaginam. Both procedures 
usually induce abortion, but Rivett (1933), 
Erskine (1944), Lloyd (1943), Danziger (1948) 
and Hammond (1952) have reported cases in 
which amniotomy by abdominal paracentesis 
has allowed a plural pregnancy, complicated by 
acute hydramnios in the middle trimester, to 
continue until the delivery of a normal viable 
child. 

Danziger’s case differed from the other cases 
reported in that the foetus which was born alive 
was mature and in that the stillborn twin was 
papyraceus. The following is the report of 
another case in which a healthy mature child 
and a foetus papyraceus were delivered 16 
weeks after amniotomy had been performed by 
abdominal paracentesis on account of acute 
hydramnios. 


Case REPORT 

The patient, a woman aged 29 years, had been 
married for 3 years when she first attended the 
hospital antenatal clinic on 3rd September, 
1956. Her last menstrual period had commenced 
during the last week in April, 1956. She had had 
no previous pregnancies and no serious illnesses. 
2 Pl. 


General examination of the patient revealed no 
abnormality; her blood pressure was 120/75 
mm. Hg and her urine contained no abnormal 
constituents. The uterus was the size and con- 
sistency of a normal 20-weeks pregnancy. 

The patient remained well until about 10th 
October, 1956, but during the next few days she 
suffered increasingly from abdominal discomfort 
and backache associated with enlargement of her 
abdomen and swelling of her feet and legs. 
After 24-weeks amenorrhoea the patient had 
not felt movements. She was admitted to 
hospital on 13th October, 1956. 

On admission the patient looked ill; her skin 
was pale and grey and she was dyspnoeic even 
at rest in bed. Her face and fingers were puffy 
and there was marked pitting oedema of her 
feet and legs. Her pulse rate was 100 a minute, 
her blood pressure 130/80 mm. Hg and her 
haemoglobin 8-5 g. per 100 ml. A specimen of 
urine, obtained by catheter, contained albumin, 
4 part Esbach, but no pus. The blood urea was 
20 mg. per 100 ml. 

The uterus formed a tense cystic swelling of the 
size of a normal full-time pregnancy. No foetal 
parts were palpable and no foetal heart sounds 
could be heard. The abdominal circumference 
at the level of the umbilicus was 37 inches. An 
X-ray of the patient’s abdomen, as shown in 
Figure 1, revealed twin foetuses which were 
approximately normal in size for the duration 
of pregnancy, 24 weeks, as calculated from the 
date of the patient’s last menstrual period. 
There was no radiologically demonstrable foetal 
abnormality. 
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During the 4 days following admission, despite 
restriction of the patient’s intake of salt and 
fluids, the latter to 2 pints daily, abdominal dis- 
comfort and dyspnoea continued to increase 
rapidly, vomiting occurred and oedema became 
still more marked particularly in the lumbo- 
sacral region, but also in the face, hands and 
legs. Although the patient’s blood pressure 
showed only slight elevation to 140/80 mm. Hg 
and the amount of albuminuria did not rise 
above 4 part Esbach, the rapid development of 
gross generalized oedema suggested that 
eclampsia was becoming imminent. By 18th 
October, 1956, the patient’s discomfort was 
extreme. Her abdominal circumference was then 
38 inches. 

On 18th October, amniotomy was performed 
by passing the abdominal paracentesis trocar 
and 2:5 mm. bore cannula through the 
abdominal wall and uterus midway between the 
umbilicus and symphysis pubis after infiltrating 
the abdominal wall at the site of puncture with 
2 per cent Xylocaine. The liquor amnii was under 
60 mm. Hg pressure. Four pints of clear liquor 
were allowed to escape into a Winchester 
bottle through rubber tubing attached to the 
cannula and the tubing was then clipped. Two 
pints more were allowed to escape the following 
day and it was intended to remove a further 
quantity on the third day, but the cannula came 
out before this was done. While the cannula was 
in situ the patient was given morphine sulphate, 
one-sixth gr. every 6 hours, but thereafter little 
sedation was necessary. 

On 20th October, 1956, the abdominal cir- 
cumference was 35 inches. Abdominal dis- 
comfort, dyspnoea and vomiting ceased, oedema 
gradually disappeared and the urine became 
albumin-free. Although there was no further 
reduction in the abdominal measurements the 
amount of liquor continued to diminish and 
foetal heart sounds became audible. The patient 
was discharged on 10th November, 1956. 

Thereafter the patient continued to attend the 
antenatal clinic and, apart from a moderate iron 
deficiency anaemia which responded to treat- 
ment with ferrous gluconate, she remained well. 
As the pregnancy advanced the findings on 
abdominal examination were the same as in a 
normal single pregnancy. On vaginal examina- 
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tion 4 weeks from term a small foetus papy- 
raceus could be felt below the presenting vertex 
of the growing foetus. The latter foetus appeared 
normal on X-ray examination 3 weeks from 
term, as shown in Figure 2. 

The patient was re-admitted at term for her 
confinement. Labour commenced at 6 p.m. cn 
4th February, 1957. The membranes ruptured 
at 5 a.m. on Sth February. The foetus papyraceus 
was spontaneously expelled at 6.30 a.m. when 
the cervix was one-third dilated. At 8.45 a.m. 
the patient had a spontaneous vertex delivery of 
a male child who cried immediately, weighed 
6 pounds 10 ounces and appeared to be quite 
normal. The afterbirth, which was situated on 
the posterior uterine wall, was removed manually 
after a third stage lasting 50 minutes during 
which the blood loss amounted to 15 ounces. 

The foetus papyraceus was 7 inches in length 
and showed no gross abnormality. There was 
only one amniotic sac. About a quarter of the 
afterbirth, as shown in Figure 3, was pale and 
fibrosed and to the centre of this area was 
attached the umbilical cord of the foetus 
Papyraceus. 

Both mother and baby progressed satis- 
factorily and, being well, were discharged from 
hospital on the eighth day of the puerperium. 


DISCUSSION 

Amniotomy by abdominal paracentesis should 
be considered in the treatment of acute hydram- 
nios occurring in the middle trimester of a plural 
pregnancy for, unlike other methods of treat- 
ment, it occasionally allows the pregnancy to 
continue until the delivery of a normal viable 
child. Moreover, it may cause less disturbance 
to an acutely ill and orthopnoeic patient and 
involve less risk of intra-uterine infection than 
puncture of the membranes per vaginam. The 
procedure seems to be quite safe provided 
reasonable precautions are taken to avoid vital 
structures. 

Macafee (1950) stressed the high incidence of 
foetal malformations associated with hydram- 
nios. Even in his series of cases in which the 
foetus appeared normal radiologically, 20 per 
cent of the children delivered were grossly 
abnormal. These findings, which referred mainly 
to chronic hydramnios and more to single than 
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Foetus papyraceus attached to fibrosed area of uniovular placenta. 
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to multiple pregnancies, might make one 
hesitate to strive to carry on such a pregnancy. 
It would seem reasonable, however, in cases of 
plural pregnancy to anticipate a greater per- 
centage of normal children and, in fact, a review 
of the literature does not reveal a disturbingly 
high incidence of foetal abnormality in plural 
pregnancies complicated by acute hydramnios. 

In the present state of knowledge amniotomy 
by abdominal paracentesis seems to be a rational 
method of treatment in a case such as the one 
described in which at least one foetus appeared 
normal on X-ray. It is of interest to note that, 
while the presence of signs of fulminating 
toxaemia in the case described might have 
justified termination of the pregnancy, these 
toxaemic signs disappeared permanently follow- 
ing the removal of 6 pints of liquor amnii. 

How often one would be justified in repeating 
abdominal paracentesis for recurring symptoms 
in acute hydramnios is difficult to say, but one 
may be encouraged by the remarkable case 
reported by Erskine (1944). In this case amnio- 
tomy was performed 4 times and, in all, 38 
pints of liquor amnii were removed. Premature 
twins were finally delivered. One was stillborn, 
but the other was a normal healthy infant. 
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SUMMARY 

A case is reported of acute hydramnios. The 
patient was treated by amniotomy by abdominal 
paracentesis and delivered 16 weeks later of a 
foetus papyraceus and a healthy mature child. 

The justification for the treatment carried out 
is briefly discussed and attention is drawn to the 
fact that signs of toxaemia disappeared following 
amniotomy. 


I am grateful for advice and permission to 
report this case to Dr. R. J. Wotherspoon in 
whose wards at Lennox Castle the patient was 
treated and to Dr. Tweedie Brown who was 
responsible for the treatment carried out. I wish 
to thank Mr. Andrew Fraser for the photographs. 
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A GYNAECOLOGICAL STUDY OF 800 DIABETICS 


BY 
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M. E. Atrwoop 
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INTRODUCTION 


In the last two decades, Corscaden and Gusberg 
(1947), Palmer et al. (1949) and Way (1954), 
reviewing cases of carcinoma of the body of the 
uterus, have shown that there is an increased 
tendency to other lesions in these patients, some 
of them gynaecological and some not. Thus 
carcinoma of the body of the uterus would seem 
to occur more frequently in a certain type of 
person. These people are frequently overweight ; 
they are more commonly unmarried and if they 
do marry they are less fertile than normal. They 
tend to develop irregular menstruation and 
continue to menstruate to a later age. They are 
more likely to develop fibroids and a significant 
number of them are also diabetics. This latter 
figure varies from 11 per cent (Scheffey er ai., 
1943) to 50 per ceni (Moss, 1947) and would 
appear to depend on the type of blood examina- 
tion carried out and the interpretation of the 
result. In spite, however, of the wide variation, 
about 15 per cent of patients who are admitted 
for treatment of carcinoma of the fundus have 
diabetes as well. 

The idea of assessing the incidence of carci- 
noma of the body of the uterus in diabetics is 
not original but in the published figures the 
numbers are small, and other information is 
scanty. It was felt therefore that something 
might be gained from a detailed study of a 
group of diabetics which would include a 
record of their history and a gynaecological 
examination. The work was carried out with the 
close co-operation of Dr. Malins whose diabetic 
clinic at the General Hospital has about 8,000 


patients both male and female on its files. We 
personally took the histories from these patients 
and examined them gynaecologically. Prior to 
the examination a vaginal aspiration for 
cytological study was taken since from our 
experience in Birmingham over the past 5 years 
vaginal smears have picked up a number of 
uterine cancers in the absence of anything 
significant in either the history. or clinical 
examination. We are, however, well aware that 
it is not entirely accurate especially as far as 
cancer of the body is concerned. 
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Fic. 1 
Diabetics. Age incidence in 800 patients. 
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A GYNAECOLOGICAL STUDY OF 800 DIABETICS 


So far 800 women have been examined and 
we have reviewed the results on the lines already 
mentioned. 


Age Distribution 

This is shown in Figure 1. It will be seen that 
the majority were in the older age groups. 
Indeed 79 per cent were over the age of 51 and 
56 per cent were over the age of 61. 


Age of Onset of Diabetes 

The age distribution is shown in Figure 2 and 
this compares closely with the graph in Andrews’ 
(1957) paper. There must, however, be some 
doubt about the accuracy of the figures in the 
present series since, firstly, some patients had 
been treated on a wrong diagnosis for periods 
upwards of 2 to 3 years and, secondly, Dr. 
Malins tells me that some who present them- 
selves for the first time with symptoms of 
short duration show, for example, retinal 
changes which are typical of the long-established 
diabetic. 


Marital Status 

Sixty-three or 7-9 per cent of the patients 
were unmarried. 

Palmer et al. (1949), in their review of 957 
cases of carcinoma of the body of the uterus, 
state that 11 per cent were unmarried and that 
this is a reasonable figure for the population as 
a whole. The present series therefore would seem 
to be well within normal limits. 
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Fertility 

Sixty-three of the patients were unmarried 
and there were a further 28 patients who were 
either very recently married, pregnant, or who 
did not want a family; this leaves 709 patients 
who were keen to have a family. Of these there 
were 42 who had been trying for a family for 
2 years or longer without success and could 
therefore be said to be infertile. This is an 
incidence of 5-9 per cent which would seem to 
be well within the normal. There were a further 
12 patients (1-7 per cent) who had miscarriages 
only and no full-term pregnancies. Six hundred 
and fifty-five patients or 82-5 per cent had a total 
of 2,421 children and 147 miscarriages. There 
was a history of 15 babies who survived with 
congenital abnormalities. What percentage of 
the babies who did not survive had congenital 
abnormalities was impossible to determine. 
These figures do not appear to be abnormal in 
any way although one must again remember 
that the majority of the pregnancies took place 
many years before the patient became diabetic. 
An attempt was also made to determine the 
weights of the babies but the weights given by 
patients from memory were so obviously 
unreliable that the idea was abandoned. 


MENSTRUAL HISTORY 


The age of menarche, the type of cycle and 
the age and type of the menopause in those who 
had reached it was next examined. 


The Menarche 


The age of the menarche was noted in all the 
patients and the average was 13-9 years. The 
greatest number commenced at 12, 13 and 14 
years. This is in accordance with the figures 
published for the normal girl (Hogben, Water- 
house and Hogben, 1948). 


The Menopause 

This has been studied by Corscaden and 
Gusberg (1947), Palmer et al. (1949), Randall 
and Gerhardt (1954) and Way (1954) in relation 
to carcinoma of the body of the uterus from two 
aspects, namely the average age when menstru- 
ation ceased and the percentage of cases who 
menstruated after the age of 50. 
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Way (1954) and others give figures for the 
normal menopause, the average age being 46-5 
while 31 per cent menstruate after the age of 50. 
Corscaden and Gusberg (1947) give the average 
for the menopause as 48 years and the Medical 
Women’s Federation (1933) and Randall and 
Gerhardt (1954) respectively give figures of 29 
per cent and 8 per cent for the number of 
women who menstruate over the age of 50. 

The average age for cessation of menstruation 
in patients with carcinoma of the body is given 
by Corscaden and Gusberg (i947) as 50, 
Palmer et al. (1949) as 49, and Way (1954) as 
51-5. Way also found that 54 per cent of his 
cases menstruated over the age of 50. Randall 
and Gerhardt’s figure of 35 per cent is much 
lower but their figure of 8 per cent for the 
normal is also considerably less than the others. 

In the diabetic series there were 590 patients 
who had ceased to menstruate spontaneously. 
The average age was 48-5 years and 48-9 per 
cent were over the age of 50. 

One hundred and thirty-six patients were still 
menstruating and 6 of these were over the age 
of 50. 

Seventy-five patients underwent an artificial 
menopause and 12 of these were over the age 
of 50. A total then of 50 per cent of the cases 
reviewed had either ceased to menstruate or 
were still menstruating over the age of 50. 

Figure 3 shows the age distribution of those 
who had ceased to menstruate. It will be noted 
that there were peaks at 45 and 50. Way attaches 
some importance to the peak at 50. From our 
own experience, especially when questioning 
patients over the age of 60 if they are in doubt, 
which they frequently are, they tend to give the 
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answer in round numbers hence, to some 
extent, the high peaks at 45 and 50. 


THE MENSTRUAL CYCLE 

Six hundred and eighty-one patients gave a 
history of a normal cycle but 65 of these were 
still under the age of 40 and as the majority of 
the cases of heavy and irregular loss occurred 
over this age it is possible that some of these 
might yet develop symptoms. We have already 
seen that there were 75 patients who had had an 
operative menopause in order to control heavy 
bleeding. A further 8 patients were curetted 
and 36 had profuse or heavy bleeding but did 
not seek treatment. 10-5 per cent of the patients 
therefore sought treatment for heavy bleeding 
and a total of 15 per cent had had heavy periods, 
the majority of them around the tine of the 
menopause. 


Tasie I 
Cases of Abnormal Bleeding Before the Menopause 
Showing Pathology and Treatment 


Diabetes 
Hyster- and 
ectomy Radium Carci- 
noma 
Metropathia, polyps, etc. .. 8 4 : 
Carcinoma of body . . oa 1 
No pathology available 27 6 4 


Table I shows the pathology where available 
and the type of operation carried out. Un- 
fortunately a number of these operations were 
performed many years ago in hospital and 
nursing homes throughout the country and many 
of the notes have since been lost or destroyed. 


Post-menopausal Bleeding 

This symptom occurred sufficiently often to 
warrant some further investigation. Post- 
menopausal bleeding was understood to mean 
bleeding which recurred after a period of 
amenorrhoea of over one year. 

In all 64 patients were found to have had such 
bleeding but only 25 sought treatment. Where 
available the pathology in these cases is shown 
in Tabie II. The pathologist’s report on the 
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A GYNAECOLOGICAL STUDY OF 800 DIABETICS 
Taste Il 


Cases Showing Pathology 


Diabetes 
Hyster- and 
ectomy Radium Carci- 
noma 
— bolyps, 
1 1 5 
Fibroids 4 1 
Carcinoma of cervix 1 1 
Carcinoma of body . . 5 
No pathology available 1 1 
Nilfound.. 1 3 


curetting from the first case shown as treated 
by radium stated “that although not true 
carcinoma it was a very active endometrium 
for a patient aged 60”’. 


Carcinoma of the Uterus 

Seven patients were found who had carcinoma 
of the body of the uterus. Six had had it 
diagnosed and treated before they were seen 
and one was picked up by vaginal smear. This 
gives an incidence of 0-9 per cent. The cases 
are summarized in Table III. 

Although the numbers are extremely small, 
amongst other things it is worth noting that 4 
out of 7 cases developed diabetes from | to 3 
years after their treatment for carcinoma of the 
body of the uterus. 

In view of the previous reports we were 
perhaps a little surprised to find almost as many 
patients with cervical neoplasms. Four patients 
were found who had been treated for carcinoma 
of the cervix and 2 cases of invasive cancer of the 
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cervix were found. They were both Stage I and 
were completely symptomless. The diagnosis 
in both was confirmed by biopsy and they have 
since been treated. 

Four cases of carcinoma in situ were also 
found by the cytologist. One of these, aged 47, 
had had a radical mastectomy for carcinoma 
of the breast 2 years before. The other 3 were 
aged 66, 72 and 80 years. 


Cytology 

Before leaving the figures for carcinoma of the 
uterus it is worth summarizing the place of 
cytology in this experiment. Two cases of 
carcinoma of the cervix were picked up (one 
was suspected clinically). Four cases of carci- 
noma in situ were found and one case of 
carcinoma of the body of the uterus. Thus a 
total of 7 cases of carcinoma and carcinoma in 
situ were picked up out of 800 smears which 
gives an incidence of 9/1,000. This would seem 
to be a high figure but the series is small. 


Pathology 

Table IV summarizes the uterine pathology 
in the series. In all 14-6 per cent of the patients 
showed benign and malignant lesions. Un- 
fortunately it must be emphasized again that 
in a third of the cases the records had been lost 
or destroyed and if even a small number of 
these had malignant disease it would alter the 


figures considerably. 


Previous Illness 
The previous history of these patients was 
studied in some detail and the results are shown 


Tase Ill 
Details of the 7 Cases of Carcinoma of the Body of the Uterus 
Age Onset 
Age Menarche Menopause Cycle Para 
Diabetes of Body 
68 14 55 7/28 3 63 62 
62 16 59 3/28 0 60 59 
61 17 50 4/28 0 61 58 
62 20 40 5/28 1 61 60 
77 12 51 4/28 4 57 77 
60 13 54 7/28 1 60 60 
70 14 51 6/28 8 66 70 


Tasie IV 
All Cases of Uterine Pathology 
(Percentages in brackets) 
Abnormal benign endometrium 23 +66 (8-3) 
Carcinoma of body .. 7) 
No pathology available 41 (5-1) 
(13-4) 
Carcinoma of cervix .. 6 
Carcinoma in situ 4 
(14-6) 


in Table V. The well recognized complications 
of sepsis, gangrene and eye symptoms have been 
omitted. Adding on the uterine cases, 30 per 
cent of the patients had had operations. 


TaBLe V 
Other Illnesses and Operations Found in the Series 
Per 
cent 
Gall-bladder disease 39 4:9 
Repair and vaginal hysterectomy for 
prolapse an ; 27 3°4 
Thyroid disease 18 2-3 
Carcinoma of breast ll 1-4 
Ovarian cyst . 6 0-75 
Cervical polyps. 7 0-88 
Carcinoma of bowel 2 0-25 
Carcinoma of bronchus 1 0-13 


Symptoms and Examination of Patient 

Table VI shows other gynaecological con- 
ditions found when these patients were 
examined. Prolapse was very common and as 
can be seen appeared to be well tolerated. 


Taste VI 
Gynaecological Symptoms and Findings in the Series 
Symptoms 
Prolapse controlled with ring oa 27 
Stress incontinence .. ‘ve 7 
Examination 
Definite cystocoele and/or rectocoele 96 
Procidentia .. Fe 5 
Leucoplakia 14 
Vulvitis a 16 
Cervical polyps 14 
Erosion of cervix 13 
Fibroids 2 
Ulcerated fibroma of labia 1 
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DISCUSSION 

This investigation was undertaken in order to 
obtain information about a reasonably large 
series of diabetic patients which could be com- 
pared with some of the work already published 
on carcinoma of the body of the uterus. It was 
hoped that it would then be possible to answer 
such questions as: is carcinoma of the body 
more common amongst diabetics ? Do they have 
a greater tendency to menstrual upset and other 
uterine pathology? Is there a common factor of 
pituitary dysfunction as suggested by Way? 

The results make it difficult to be dogmatic 
since, in the first place, it is virtually impossible 
to find the incidence of these conditions amongst 
the general population and, secondly, although 
the patients were taken at random the series was 
selected ; for example we do not know how many 
people might still be attending if they had not 
died as a result of carcinoma of the fundus or 
for other reasons. 

In comparing the two types of patient, that 
is the person who is going to develop diabetes 
and the person who is going to develop car- 
cinoma of the body of the uterus, it would seem 
that the pattern of their lives is similar in many 
respects. They develop and function normally 
in their early years, the only difference at this 
stage being that the pre-diabetic shows normal 
figures for marriage and fertility. 

In Figure 4 I have graphed the age of onset 
of diabetes in the 800 cases and compared it 
with the age at diagnosis of the 957 cases of 
carcinoma of the body reported by Palmer et al. 
(1949) and also 747 consecutive cases of car- 
cinoma of the breast seen in Birmingham in 
1955 as a comparison. The age of onset of the 
two conditions under discussion corresponds 
very closely. There are, however, more cases of 
diabetes in the younger age groups but the 
majority of these are of the juvenile or pancreatic 


In the diabetics or those who are going to 
develop diabetes there would seem to be a high 
incidence of pathological bleeding both before 
and after the menopause. This bleeding was 
found to be due in many cases to fibroids and 
endometrial hyperplasia, including frank car- 
cinoma and the evidence is strongly suggestive 
that at least some of these conditions are due 
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A GYNAECOLOGICAL STUDY OF 800 DIABETICS 
364 


324 ' 
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28 


PERCENTAGE OF TOTAL 
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20 


CARCINOMA OF BODY 

957 CASES. AGE ON ADMISSION 
—— DIABETICS 800 CASES. AGE OF ONSET 
—@- CARCINOMA OF BREAST 747 CASES. AGE ON ADMISSION 


Fic. 4 


Comparison of age at diagnosis of series of carcinoma 
of breast, carcinoma of the body of the uterus and 
diabetes. 


to oestrogen excess perhaps as a result of 
dysfunction. 

Several writers have shown that in the patient 
with carcinoma of the body of the uterus 
menstruation tends to cease at a later age than 
normal and this occurs also in the diabetic. 
The average age of the menopause in these 
people is only slightly above the normal but 
the percentage menstruating over the age of 50 
is greatly increased. The explanation for this 
again must be hormonal. 

Way and others have given figures showing a 
high incidence of carcinoma of the body in 
diabetes. The incidence of 0-9 per cent in the 
present series is considerably lower than other 
figures. Possible explanations for this are, 
firstly, that the present series is considerably 
larger than any so far published and the cases of 
cancer are far from equally distributed; indeed 
there was no case of carcinoma of the body 
found in the first 230 cases examined, 5 in the 
next 250 and 2 in the last 320. If we had stopped 
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after the first 250 there would have been little 
to show. Secondly, the age incidence in the 
series was high and a number of patients may 
have been excluded because they had already 
died of cancer of the endometrium. 

The chief difficulty in assessing the results 
is that the figure for carcinoma of the body 
amongst the general population is unknown. 
Randall and Gerhardt (1954) state that, over 
the age of 40, 1-5 per cent of women develop 
cancer of the body. In the present series there 
were 719 patients over the age of 40 which 
gives an incidence of | per cent, not a high 
figure, but it excluded the cases who might have 
been examined if they had not already died of 
cancer of the body and again it must be remem- 
bered that we do not have the pathology in a 
third of the cases operated on for bleeding. 
It is quite possible, therefore, that the 1 per 
cent is a low figure. One can examine the 
incidence of carcinoma of the body in another 
way. Randall and Gerhardt (1954) state that, 
over the age of 40, the relative chance of 
developing cancer of the breast, cervix or body 
is 5-2 per cent, 2 per cent and 1-5 per cent 
respectively. In the present series 11 patients 
contracted carcinoma of the breast and there 
were 6 cases of cervical cancer, thus the relative 
figures are 1-5 per cent, 0-8 per cent and | per 
cent which shows a greater preponderance of 
body to cervix. The numbers, of course, are very 
small and again they do not include the cases 
which have died. 

Illness, therefore, would seem to be common 
amongst diabetics. Thirty per cent of the series 
had had operative treatment for various con- 
ditions throughout their lives and this excluded 
cataract, sepsis and gangrene. About half of the 
pathology was related to the uterus and included 
fibroids, endometrial hyperplasia and carci- 
noma. Fibroids and menstrual upset are also 
frequently associated with carcinoma of the 
body and therefore a common factor in the 
pituitary as suggested by Way would seem 
reasonable. If pituitary dysfunction alone is the 
cause, however, one would expect to find com- 
parable pathology in other target organs, for 
example, the breast, thyroid and suprarenal. 
In the present series there were only 11 cases of 
carcinoma of the breast, an incidence of 1-4 
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per cent which is low if one compares it with 
Randall and Gerhardt’s figures. However, we 
do not know how many may have died of breast 
cancer. There were 18 cases of thyroid disease, 
an incidence of 2-3 per cent. None of these 
were malignant, hence probably the relatively 
high number. 


SUMMARY 


Eight hundred diabetics have been investi- 
gated and examined gynaecologically. Some 
selection of the series was unavoidable. 

The incidence of carcinoma of the body of 
the uterus in cases over the age of 40 was | per 
cent, a figure much lower than other reported 
series. Reasons for this are suggested. 

The menstrual life of the diabetic is found to 
be very similar to that of the patient who 
develops carcinoma of the body of the uterus 
and pituitary dysfunction, as suggested by Way, 
may contribute to this. 
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Other gynaecological and non-gynaecological 
illnesses in these patients are discussed. 


In conclusion we should like to thank Dr. 
Malins and the medical and nursing staff of the 
Out-Patient Department of the General Hos- 
pital for their help and co-operation. Also 
Professor McLaren for much helpful criticism 
and advice. 
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ON THE SAFETY OF THE PITOCIN DRIP 


BY 


T. J. RYAN, M.B., M.R.C.O.G. 
Formerly Registrar 
Western General Hospital, Edinburgh 


ALTHOUGH it is 9 years since Theobald and his 
colleagues (1948) published their preliminary 
report on the intravenous use of dilute posterior 
pituitary extract in obstetrics, the prevailing 
attitude to the use of the pitocin drip (an 
established colloquialism) would seem to be that 
it possibly works, but is dangerous unless used 
in carefully selected cases and with many 
safeguards. 

The purpose of this paper is to present the 
results.of a series of cases in which the pitocin 
drip was used at the Western General Hospital, 
Edinburgh, in the years 1954-56, to endorse 
Theobald’s contention that it is safe, and to 
suggest in what way it may be used to the greatest 
advantage. 

The series consisted of 2 groups. 


Group A: USE OF THE PITOCIN DRIP IN PATIENTS 
IN WHOM THE ONSET OF LABOUR WAS DELAYED 
MORE THAN 24 HOURS AFTER MEMBRANE RUPTURE 


This comprised 103 patients who had had 
artificial or spontaneous rupture of the mem- 
branes not less than 24 hours previously. None 
of the patients was in labour before the drip was 
exhibited. 

There were 40 primigravidae, 63 multiparae 
and the duration of gestation was: 


37 weeks: 11 patients 
38 weeks: 13 patients 
32 weeks: 4 patients 39 weeks: 21 patients 
33 weeks: 3 patients 40 weeks: 11 patients 
35 weeks: 3 patients Over 

36 weeks: 4 patients 40 weeks: 30 patients 


28 weeks: 2 patients 
29 weeks: 1 patient 


Method 
One-quarter ml. (2-5 u.) of pitocin was 
thoroughly mixed with 1 bottle (540 ml.) of 
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dextrose, dextrose in saline or normal saline 
alone. The drip needle was inserted into a vein 
just above the wrist, occasionally on the back 
of the hand, and rarely in the ante-cubital fossa. 
If the last site was not used a splint was seldom 
required, thus allowing the patient to move 
her arm and herself about while the drip was 
running, as a drip is rarely uncomfortable if the 
patient can change position with ease. The drip 
was commenced at a rate between 40 and 80 
drops per minute and was allowed to run 
within these limits until at least the end of the 
first stage, and there was no attempt to alter the 
rate unless it fell to below 40 or rose above 80 
drops per minute. These wide limits were 
allowed on the reasoning that a drip cannot be 
kept at a fixed rate for any length of time. 

Constant supervision of the patient was not 
carried out, the foetal heart was not checked 
more frequently than on normal labouring 
women who at this hospital are seen 2-3 times 
every hour, and our midwives developed a 
healthy freedom from fear of the drip. 


Results . 

Ninety-eight patients (96 per cent) were 
delivered within 36 hours of the commencement 
of the drip, the average time between commence- 
ment of the drip and establishment of labour 
(latent period) being 1 hour 40 minutes; in fact 
in only 4 of the successes did the latent period 
exceed 12 hours (18 hours, 18 hours, 13 hours, 
14 hours). The average length of labour was 
7 hours 10 minutes for multiparae, 9 hours 20 
minutes for primigravidae, and in only | case 
was labour prolonged beyond 24 hours (264 
hours). The average amount of pitocin used was 
54 units, i.e., a little more than 2 bottles of the 
solution. 
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Of the 5 cases not delivered within 36 hours, 
4 were delivered within 56 hours, 2 of whom 
needed the drip on 3 successive days, it being 
taken down at night. The fifth case went into 
labour spontaneously 2 days after the drip was 
ceased. (For details of these 5 see Appendix.) 


Method of Delivery of 106 Infants (Including 
3 Sets of Twins) 

In 89 cases this was as a spontaneous vertex 
or an assisted breech; in 15 cases by forceps or 
breech extraction, and in the remaining 2 cases 
by Caesarean section following failed trials of 
labour for contracted pelvis; in both of these 
labour began in 14 hours following commence- 
ment of the drip and after 11 hours and 8 hours 
of good labour respectively, with non- 
engagement of the head, lower segment 
Caesarean sections were performed. 


Outcome to 106 Infants 

There were 9 stillbirths and 1 neonatal death. 
Details of the stillbirths are as follows: 4 
anencephalics; 3 death in utero before the drip 
was commenced; | weighed 14 pounds at birth. 
The remaining one necessitates a fuller report: 

Para-4, 37 weeks. Marginal placenta praevia. Mem- 
branes ruptured 28 hours. Drip started. Two and a half 
hours later labour commenced and after a further 23 
hours there was a spontaneous delivery of a 6} pounds 
stillborn infant. The foetal heart had remained at a rate 
of 148 per minute up until head crowning and the uterine 
contractions were of no greater duration nor more 
frequent than normal. 

If the drip is going to cause foetal death it 
will only do so by causing too strong and too 
frequent contractions; thus obviously it could 
not have been responsible for this stillbirth. 

The one baby that died neonatally weighed 
2 pounds 6 ounces and survived 2 hours. 

It is interesting to consider what might have 
happened to these 103 patients if the pitocin 
drip had not been available. In a study of 287 
consecutive patients on whom artificial rupture 
of the membranes alone had been performed, it 
was noted that 69 per cent were safely delivered 
within 36 hours of rupture. Of the remaining 
91 patients, 23 were delivered between the fourth 
and seventh days, which is obviously a little 
inexpedient, 13 underwent Caesarean section as 
a result of failure of the method of induction, 
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13 had a labour lasting longer than 24 hours, 
and 5 had stillborn infants, death being attribu- 
table to the delay in the onset of labour. Thus it 
is not unreasonable to suppose that the pitocin 
drip saved some of our 103 patients further delay, 
Caesarean sections, prolonged labours, and still- 
births. 


Group B: ARTIFICIAL RUPTURE OF MEMBRANES 
COMBINED WITH PITOCIN DrIP 


It was decided to carry out another trial, in 
which ail patients, upon whom it was decided 
to induce labour for the usual indications, had 
their membranes artificially ruptured, irrespec- 
tive of the state of the cervix, followed within 
an hour by the administration of a pitocin drip, 
set up and cared for as previously described. 
This group contained not a few patients who 
would have had elective Caesarean sections but 
for our belief in the efficiency of the drip. 

In only | patient in the 2 years in which we 
followed this policy was the cervix so tightly 
closed that a Drew-Smythe catheter could not 
be insinuated through it. The outcome to this 
patient is recorded in the Appendix. 

There were 219 patients consisting of 109 
primigravidae and 110 multiparae. The duration 
of gestation was: 


27 weeks: | patient 
28 weeks: | patient 
31 weeks: | patient 


36 weeks: 8 patients 
37 weeks: 10 patients 
38 weeks: 22 patients 
32 weeks: 3 patients 39 weeks: 17 patients 
33 weeks: 3 patients 40 weeks: 57 patients 
34 weeks: 3 patients Over 

35 weeks: 5 patients 40 weeks: 88 patients 


Results 

Two hundred and one patients (91 per cent) 
were delivered within 36 hours, the average 
latent period being 2 hours 50 minutes for 
primigravidae and | hour 50 minutes for multi- 
parae; in fact in only 2 of the successes did the 
latent period exceed 12 hours (18} hours, 264 
hours). This compares very favourably with 
approximately 70 per cent of patients delivered 
within 36 hours following artificial rupture of the 
membranes alone. The average length of labour 
was 8 hours 40 minutes for primigravidae and 
6 hours for multiparae; in fact in only 3 of the 
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successes was labour prolonged beyond 24 
hours (24 hours 5 minutes, 24 hours 15 minutes, 
30 hours 45 minutes). The average amount of 
pitocin used for primigravidae was 7-5 units 
(3 bottles of solution), for multiparae 4-5 units. 

Of the 18 patients (9 per cent) not delivered 
within 36 hours, 13 were primigravidae, none 
were below 36 weeks in gestation, all were 
delivered within 24 days, 4 by Caesarean section 
because of failure of the method to establish 
adequate labour. Most of these 18 patients 
required a lengthy time with the drip running 
(see Appendix). 


Method of Delivery of 221 Infants (including 2 
Sets of Twins) 

In 182 this was as a spontaneous vertex or an 
assisted breech and in 33 by forceps delivery. 
The remaining 6 were delivered by Caesarean 
séction, 4 of these as a result of failure of the 
method, but the other 2 following failed trial 
labour for contracted pelvis. Both these latter 
had adequate labours of 10 and 13 hours. 


Outcome to 221 Infants 

There were 19 stillbirths and 4 neonatal 
deaths. Of the stillbirths: 9 were dead before 
drip was started; 5 were anencephalics; 2 were 
hydrocephalics (heads perforated during 
labour); 1 was due to delay in delivery of 
impacted shoulders; 1 weighed 2 pounds 4 
ounces at birth. 

The remaining one must be reported in greater 
detail : 

Primigravida, aged 35. Admitted at term with blood 
pressure 170/120 and 2 g. of proteinuria. Artificial 
rupture of the membranes performed and pitocin drip 
set up. Labour commenced 2 hours later and after a 
further 4 hours patient became distressed and had a 
moderate vaginal haemorrhage. I saw her an hour later. 
She was distressed, the uterus was tense, the foetal 
heart was absent and the cervix fully dilated. The blood 
pressure was 180/125. The drip was stopped and a 
stillborn baby weighing 5 pounds 4 ounces was delivered 
by low forceps. With delivery of the placenta there was 
a 20-ounces blood clot. 

This foetal death probably resulted from tonic 
uterine contraction caused by the pitocin drip, 
although it has been suggested by various 
people who read this paper in manuscript that 
an alternative explanation is accidental haemor- 
rhage consequent upon severe pre-eclampsia. 
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One year later this woman delivered herself 
spontaneously of a living child. 

Of the 4 neonatal deaths: 1 died of pneumonia 
on the third day; 1 was abnormal and lived 14 
days; 1 weighed 44 pounds and lived 6 hours; 
1 died of atelectasis after Caesarean section for 
postmaturity and failed trial of labour. 


DISCUSSION 
Is the Pitocin Drip Safe for the Mother? 

Theobald, Kelsey and Muirhead (1956) state 
that “On no occasion, over a period of 8 years, 
has the oxytocin drip caused any anxiety 
concerning the mother”. 

In our described series of 322 cases there was 
no maternal death, no rupture of the uterus and 
a tonic contraction of the uterus on one occasion 
only, as described above. However, there are, in 
the literature, reported fatalities and uterine 
ruptures which deserve careful analysis, as they 
are partly responsible for the method’s being 
stigmatized as dangerous. 

Lesser and Eason (1954) reported a maternal 
death “as resulting from the administration of 
vasopressin, albeit in very dilute form, to a 
patient with an impaired coronary circulation, 
who was in the stage of heightened vagal reflex 
activity associated with emergence from cyclo- 
propane anaesthesia”. Lesser (1954) later calcu- 
lated the dosage of pitocin the patient received, 
in the time the drip was running before the 
cardiac arrest (2 minutes), to be 4 unit, and 
added “such a small dose of pitocin adminis- 
tered in my case could hardly be the main 
cause for the fatal cardiac arrest’’. I submit that 
it is unlikely that the amount of vasopressin in 
4 unit of pitocin could have been even a con- 
tributory cause of death. 

Mauzy (1954) reported a maternal death 
following laparotomy and repair of a uterine 
rupture. The patient was 37} hours in labour 
with an undiagnosed hydrocephalic foetus before 
the drip was commenced. Two hours after 
commencement of the drip the uterus ruptured. 
Dr. Mauzy admits “that poor obstetrics was 
practised throughout the management of this 
case’’, and concludes that his “department will 
continue to use intravenous pitocin and trust 
that this tragic case will make us more cognizant 
than ever of its limitations and dangers”. 
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Mathew (1956) reports the death of a patient 
with essential hypertension and superimposed 
toxaemia, following rupture of the uterus. The 
patient was not in labour at the time of the 
rupture and immediately prior to commence- 
ment of the drip an external cephalic version 
and artificial rupture of the membranes had been 
performed. Mathew states that “owing to the 
risk of coronary artery constriction from even 
small quantities of pitressin which may be 
present in ‘pitocin’ the use of this drug is 
undesirable in the presence of cardiac enlarge- 
ment and hypertension. Shock following rupture 
of the uterus would be sufficient to cause sudden 
death in these circumstances.” This is not quite 
clear, but the implication appears to be that he 
thinks his patient suffered a rupture of the 
uterus from a cause other than pitocin ( ’ version), 
but that she possibly would not have died had 
she not had a pitocin drip to follow. This is not 
a convincing conclusion and appears to be 
unnecessarily hard on the pitocin drip. 

Ferguson, Schneider and Miller (1952) report 
2 cases of uterine rupture, not followed by 
death, during pitocin infusion. Their first case 
is not documented well enough to criticize, but 
their second patient received a pitocin drip after 
she had “experienced several hours of painful 
contractions”, without cervical dilatation. This 
is not very specific but we would never 
administer a pitocin drip to a /abouring patient 
on such small provocation. 


Is the Pitocin Drip Safe for the Foetus? 


Theobald states that “we are confident that 
with ordinary routine first stage ward care there 
need be no untoward anxiety concerning the 
foetal heart attributable to the pitocin drip”. 

In our series of 322 cases there was only 
1 foetal death which could have been due to the 
drip and in no case was the drip stopped because 
of foetal distress. 


In What Cases should the Drip be Eschewed? 


Theobald states that “the drip has been freely 
used in cases of contracted pelvis when the head 
is not engaged, in cases of placenta praevia, 
accidental haemorrhage and triplets; in grande 
multiparae who have given birth to 13 or more 
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children, and in patients who have previously 
been delivered by Caesarean section”. 

Most critics interdict its use in cases of dis- 
proportion, unengaged heads, grande multi- 
parity, previous Caesarean section, elderly 
primigravidae, and pre-eclampsia; in truth 
around the pitocin drip has been built a high 
wall of prohibition. 

In our series we used the pitocin drip on the 
following: 

Patients 

Pre-eclampsia or essential hypertension 120 
Disproportion (exclusive of numerous 

unengaged heads at time of eiaons 


the drip) +. 20 
Previous Caesarean 11 
Elderly primigravida (35 years and om) 14 
Grande multipara 11 


(l-para 13, 2-para 12, 1-para 11, 
3-para 9, 2-para 8, 2-para 7) 


Concealed accidental 5 
Eclampsia ah 4 
Twin pregnancy 5 
Placenta praevia 3 
Hydrocephalus 2 
Unstable lie 3 

2 


Face presentation 
and on 4 multiparae who hed @ no previous living 
children, and 1 of whom had meconium-stained 
liquor at membrane rupture. These last 4 all 
delivered live children. 

It must be pointed out that we do not 
advocate the routine use of pitocin drips in 
patients undergoing trial labour. The policy 
at the hospital with regard to contracted pelvis 
is to allow labour to commence spontaneously. 
Our 20 patients with contracted pelvis had 
induction for other reasons, e.g., pre-eclampsia 
and postmaturity, but we were not deterred from 
using the drip because of the disproportion. 
Also it is unwise to use the drip for a prolonged 
time with contracted pelvis. After 12 hours of 
established labour a decision should be made 
as to whether the trial is going to be successful, 
as it must be remembered that a trial labour 
with a pitocin drip is not the same as a trial 
labour without a pitocin drip, in which the 
uterus can rest itself as the occasion demands. 
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ON THE SAFETY OF THE PITOCIN DRIP 


Does the Patient with a Pitocin Drip Require a 
Great Deal of Attention? 


Theobald states that “No special precautions 
are taken beyond seeing that the primary drip 
does not exceed a concentration of 1:5,000, and 
that no untoward alterations in the rhythm or 
rate of the foetal heart occur during the first 
half hour that the drip is running. The patient 
is left in her own bed and on occasions 3 or more 
drips are running in one ward.” 

In our series the patients were seen as often as, 
and not more often than, the labouring patient 
without a drip and we did not even take 
Theobald’s precaution of listening to the foetal 
heart frequently in the first half hour, or using 
a primary drip of weaker concentration. 
Naturally as is to be expected with any form of 
continuous intravenous therapy, there was 
occasional difficulty in maintaining free flow 
and this necessitated a little extra attention 
when it occurred. 

The pitocin drip will be more trouble than it 
is worth and might as well be discarded if 
constant supervision and frequent changes of 
rate are necessary, and it must be significant 
that in over 1,000 cases at St. Luke’s Hospital, 
Bradford, and over 300 at Western General 
Hospital, Edinburgh, where it is used freely and 
without constant supervision, tragedies do not 
occur. 


In What Cases should the Drip be Used? 


In our second group of the series it was used 
routinely along with artificial rupture of the 
membranes for induction of labour, but we 
consider that it was probably unnecessary to 
use the drip in about 70 per cent of these patients, 
who would have completed labour satisfactorily 
within 36 hours following artificial rupture of the 
membranes alone. I think we have fairly con- 
firmed Theobald’s 10-year-old belief that the 
pitocin drip is safe, and in future studies we 
propose to address ourselves to the problem of 
using it to the greatest advantage, and suggest 
that it could be used routinely in the following 
groups of cases: 

(1) Those women whose membranes have 
been ruptured for 24 hours and in whom labour 
has not begun. 
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(2) Those women in whom induction of 
labour is associated with some degree of urgency, 
for example those with severe pre-eclampsia, 
eclampsia and concealed accidental haemor- 
rhage. In these patients artificial rupture of the 
membranes could be immediately followed by 
the administration of a pitocin drip. By way of 
illustration the following case report may be of 
interest. 

A 27-year-old primigravida was admitted at the 38th 
week with albuminuria and a blood pressure of 145/100. 
She was thought to be in labour as she was complaining 
of some abdominal pain. Her temperature and pulse 
were normal. The next day her temperature was 99-4 
degrees, there were no uterine contractions but she still 
complained of some right-sided abdominal pain. Her 
tongue was clear. She was seen by 3 obstetric registrars, 
one of whom decided that she had acute appendicitis, 
another was equally confident that she hadn’t, while the 
third was undecided. However it was agreed that if she 
could be delivered soon the diagnosis would no longer 
be in doubt. Artificial rupture of the membranes was 
performed and immediately after a pitocin drip was set 
up. Five minutes later uterine contractions began and 
3 hours later she had a spontaneous delivery of a living 
5 pounds 13 ounces infant. Immediately after delivery 
there was definite tenderness over the region of the 
caecum and although her temperature was normal 
laparotomy was decided upon. An acutely inflamed non- 
perforated retro-caecal appendix was removed. 

Those who have experienced the difficulty of 
diagnosing acute appendicitis in late pregnancy 
and who know how easily it can progress to 
severe peritonitis before laparotomy is decided 
upon will appreciate how valuable early delivery 
was in this patient. 

(3) Intra-uterine death during late pregnancy. 
Delay in termination of these pregnancies is 
distressing to the mother, carries a small risk of 
hypofibrinogenaemia, and one is often loath to 
rupture membranes as delay in onset of labour 
may lead to severe infection. Artificial rupture of 
membranes followed immediately by adminis- 
tration of a pitocin drip would obviate this 
anxiety. Incidentally, in our small experience of 
3 cases of missed abortion in which we have 
used the pitocin drip, it has proved of no value. 

(4) Diabetes mellitus in pregnancy. At this 
hospital we did not deal with this troublesome 
combination, but we feel that artificial rupture 
of membranes plus a pitocin drip at the thirty- 
sixth week may save not a few primigravidae 
from elective Caesarean section, which is done 
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because the prospect of response to membrane 
rupture alone at that time is poor. At least it 
would seem to be worth a trial. 


(5) Uterine inertia. In a further 33 patients 
we have used the drip for hypotonic inertia with 
generally satisfying results. We have not used it 
in patients with inco-ordinate uterine action as 
advocated by Theobald, and remain to be con- 
vinced of the wisdom of this, although if one 
accepts Theobald’s concept of inco-ordinate 
uterine action his advocacy is very reasonable. 

(6) Delay in delivery of the second twin. The 
use of the pitocin drip in this infrequent 
occurrence may save a general anaesthetic and 
forceps delivery or breech extraction. We have 
used the drip in 3 such cases. 


We do not favour its use in post-partum 
haemorrhage, as institution of the drip only 
leads to delay and the intravenous adminis- 
tration of ergometrine is quicker and more 
effective. We also see little point in using the 
drip for delay in the second stage. 


What is the Correct Dosage? 


This problem is not yet solved. The dosage we 
used was a little above what Theobald warns to 
be the upper limit of safety, and on 7 occasions 
in the latter part of our series we increased the 
dosage to 5 units per 540 ml. at 40-80 drops per 
minute, when 2-5 units had so obviously failed 
to initiate labour, and in only | case was it not 
shortly followed by the onset of labour (these 
7 cases are recorded in the Appendix). This is a 
high dosage, should not be used often, and never 
as a primary procedure. 

If the patient is very oedematous and it is 
wished to reduce fluid intake the strength can be 
doubled and the rate halved. In 124 patients 
with pre-eclampsia, eclampsia or essential 
hypertension we considered this necessary on 
2 occasions only. 

We are strongly opposed to frequent alter- 
ations in strength or rate of flow while the drip 
is being administered to any particular patient. 
This is most likely to occur if the “double 
bottle” method is used and if the patient is 
constantly attended by house surgeons or mid- 
wives whose minds have been filled with the 
largely theoretical dangers of the drip. 
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In conclusion we feel confident that the 
pitocin drip has come to stay, that its dangers 
have been magnified and that its value will 
greatly outweigh its slight inconvenience. 
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APPENDIX 
Details of 5 cases in Group A not delivered within 36 hours 

(1) Para-1, 39 weeks. Membranes ruptured 36 hours. 
Ripe cervix. No labour following 16 hours of drip. Taken 
down and restarted next day. Eight and a half hours later 
labour began and 11 hours 50 minutes later spontaneous 
delivery of a living infant occurred. 

(2) Para-2, 38 weeks. Membranes ruptured 63 hours. 
Tight cervix. Drip given on 3 successive days, taken down 
at nights. Spontaneous delivery on 3rd day of living child. 

(3) Para-1, 28 weeks. Membranes ruptured 2 weeks. 
Drip given on 3 successive days, taken down at nights. 
infant. 

(4) Para-2, 35 weeks. Membranes ruptured 3 days 
previously. Eight bottles of drip failed to start labour 
and 2 days after it was stopped she commenced labour 
spontaneously delivering a living infant. 

(5) Para-O, 38 weeks. Membranes ruptured 2 days. 
After 22 hours of drip labour did not start. Taken down 
and restarted next day. Ten minutes later labour started 
and after 8 hours 20 minutes she delivered a living 
child. 


Details of 18 cases in Group B not delivered within 36 hours 

(1) Para-5, 42 weeks. Tight cervix. After 40 hours of 
drip labour started. 3 hours 15 minutes later spon- 
taneous delivery of living child occurred. 
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(2) Para-3, 39 weeks. Toxaemia. Ripe cervix. After 30 
hours of drip labour had not started. Taken down for 
night and restarted next day with 5 units to bottle. Two 
hours later labour started and after 6} hours she spon- 
taneously delivered a living infant. 

(3) Para-2, 42 weeks. Tight ce: vix. Twenty-one and a 
half hours latent period, 15 hours 10 minutes labour 
resulted in spontaneous delivery of living child. 

(4) Para-0, 41 weeks. Toxaemia. Tight cervix. After 
30 hours of drip labour had not started. Drip taken down 
for night. Half hour after restarting drip next day 
labour began and 5 hours later she had an assisted 
breech delivery of a living child. 

(5) Para-0, 45 weeks. Tight cervix. Labour established 
84 hours after drip commenced but labour lasted 33 
hours due to drip being stopped on 2 occasions for many 
hours during which contractions became much weaker. 
Spontaneous delivery living child. 

(6) Para-0, 38 weeks. Toxaemia. Tight cervix. After 
32 hours of drip: labour had not started. Taken down, 
restarted following day. Five hours later an erratic 
labour began, toxaemia worsened, lower segment 
Caesarean section—living infant. 

(7) Para-0, 36 weeks. Concealed accidental haemor- 


‘rhage with death in utero. Tight cervix. After 26 hours of 


drip labour had not started and drip was taken down 
for night. Five hours 15 minutes after restarting it next 
day labour began and after 8 hours 40 minutes she had 
a spontaneous delivery of 3} pounds stillbirth. In her 
next pregnancy 1 year later she was admitted at term 
with toxaemia. Artificial rupture of the membranes and 
drip. Three hour latent period and 15 hour labour 
resulted in spontaneous delivery of a living child. 

(8) Para-O, at term. Toxaemia. Tight cervix. After 
434 hours of drip labour had not commenced, amount 
increased to 5 units and 1 hour 15 minutes later labour 
began. Spontaneous delivery after 7 hours 55 minutes 
labour of living child. 

(9) Para-O, 39 weeks. Toxaemia. Ripe cervix. After 
28 hours of drip labour had not commenced, the amount 
was increased to 5 units. Two hours 20 minutes later 
labour began which lasted 16 hours 25 minutes and 
resulted in spontaneous delivery of a living child. 

(10) Para-O0, 40 weeks. Tight cervix. After 30 hours of 
drip and no labour amount increased to 5 units. Labour 
began 7 hours later and was 10 hours in length. Forceps 
delivery living child. 

(11) Para-O, 40 weeks. Toxaemia. Tight cervix. 
Twenty-four hour latent period followed by a 17-hour 
erratic labour which necessitated lower segment 
Caesarean section. Living child. 
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(12) Para-O, 37 weeks. Toxaemia. Tight cervix. 
Labour not established after 25 hours. Lower segment 
Caesarean section. Living child. 

(13) Para-0, 38 weeks. Toxaemia. Tight cervix. After 
11 hours of drip labour had not started, amount in- 
creased to 5 units. After a further 11 hours labour not 
established. Toxaemia worsening. Lower segment 
Caesarean section. Living child. 

(14) Para-0, 44 weeks. Ripe cervix. Latent period 12 
hours. Thirty-two-hour labour due to stoppage of drip 
for periods of 2, 3, and 14 hours. Forceps delivery. 
Living child. 

(15) Para-0, 40 weeks. Ripe cervix. Latent period 4 
hours 10 minutes. Labour 34 hours 33 minutes. Spon- 
taneous delivery of living child. 

(16) Para-0, 42 weeks. Tight cervix. After 27 hours of 
drip labour had not started. It was taken down and 18 
hours later she had a spontaneous delivery of living 
child. 

(17) Para-2, 40 weeks. Toxaemia, Ripe cervix. After 
27 hours 20 minutes of drip labour had not begun. 
Strength increased to 5 units. Labour commenced 20 
minutes later and after a further 8 hours she had a spon- 
taneous delivery of a living child. 

(18) Para-1, 40 weeks. After 18 hours 50 minutes 
labour had not begun. Drip strength increased to 5 units. 
Fifteen minutes later labour began and after 3 hours 
20 minutes she had spontaneous delivery of living child. 

It will be appreciated that the last 2 patients were 
delivered within 36 hours of induction, but they have been 
included in the “failures” as the drip strength had to be 
increased from our standard of 2-5 units per 540 ml. 


Details of the only patient in 2 years whose membranes 
could not be artificially ruptured 

Aged 37. Married 14 years. Her only other pregnancy 
resulted in an abortion. Admitted at 28th week with 
blood pressure 150/105, oedema ++ and 7 g. protein- 
uria. Three weeks later there had been no improvement 
and on examining cervix it was found to be tightly 
closed. It was decided to try a pitocin drip in preference 
to Caesarean section. It needed 44 days of the drip before 
labour commenced. Labour lasted 17 hours 35 minutes 
and she spontaneously delivered a living 3 pounds 
3 ounces infant which survived. The total amount of 
pitocin the patient had was 122-5 units and an electro- 
cardiograph performed for academic purposes while 
she was in labour showed a normal tracing. This amount 
of pitocin was given in 16 bottles of glucose solution, 
ie., the strength was increased but the rate was 
correspondingly slowed. 
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GASTRIC FUNCTION IN PREGNANCY 
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INTRODUCTION 


DuRING pregnancy many women complain of 
heartburn. The precise mechanisms responsible 
for this symptom are unknown but Clayton and 
Oram (1951) believe that it may be due to a 
combination of factors such as an alteration of 
the position of the stomach, prolongation of the 
emptying time and possibly reversed peristalsis 
which combine to allow the gastric contents to 
regurgitate into the lower oesophagus and so 
produce heartburn. In support of the idea that 
gastric emptying is delayed, Hansen (1937), 
using radio-opaque meals, stated that the 
duration of gastric emptying was increased by 
30 to 90 minutes during pregnancy. He attributed 
this in part to gastric hypotonia and also to an 
alteration in the position of the stomach due to 
elevation by the gravid uterus. Whatever the 
merits of this hypothesis the further study of 
gastric emptying during pregnancy may be 
regarded as a logical step towards a better 
understanding of indigestion during pregnancy. 

In the present studies we have been unable to 
demonstrate any slowing of gastric emptying 
during pregnancy before the onset of labour and 
have noted some slight increase in the rate of 
emptying. On the other hand it is well known 
from clinical observations of the vomitus that 
the stomach may empty slowly during labour 
but this slowness of emptying does not appear 
to be the culmination of a slowing of emptying 


during pregnancy. Observations on the gastric 
secretory responses to test meals during preg- 
nancy and lactation have shown a considerable 
increase in gastric secretion during lactation. 


METHODS 


The rate of emptying of a meal from the 
stomach may be regarded as depending in the 
main upon two variables, upon the propulsive 
power of the stomach and upon the effectiveness 
of the inhibitory mechanisms which normally 
check the emptying of the stomach. The 
receptors whose activity slows gastric emptying 
lie in the walls of the duodenum and the upper 
part of the small intestine (Shay, 1944). 

Hunt (1956) has shown that saline test meals 
containing 100 m.equiv. NaCl/litre leave the 
stomach very quickly, presumably because the 
duodenal inhibitory mechanism or brake is 
activated only to a small extent. Thus the 
emptying rate of a saline meal gives a tentative 
index of the uninhibited emptying power of the 
stomach. On the other hand, a meal of distilled 
water of equal volume operates the duodenal 
brake and leaves the stomach at about half the 
rate of the saline meal. Hence by comparing the 
emptying rates of equal volumes of saline and 
water an index of the reactivity of the duodenal 
brake may be obtained. 

The test meals used in this work were mainly 
designed to investigate gastric emptying but they 
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also allowed the assessment of the amounts of 
acid, chloride and pepsin secreted in response 
to the meals. 


The Patients 

Seven normal pregnant women who were 
attending the antenatal clinic were examined 
several times during pregnancy after the pur- 
pose of the tests had been explained to them. 
Two patients had 10 ante-partum tests, three 
had 8 tests and two had 6 tests. All 7 patients 
were re-examined twice after the puerperium 
and 5 of the original 7 were examined again on 
two occasions 40 weeks after the end of preg- 


nancy. 


Technique 
Each patient came fasting to the clinic at 
about 8 a.m. After a gastric washout with 250 


‘ml. of water, the patients were given on con- 


secutive days 750 ml. of saline (100 m.equiv. 
NaCl/litre) or 750 ml. of water at 37°C. by 
the tube. Nine minutes after the saline or nine- 
teen minutes after the water meals the gastric 
contents were recovered through the tube. Any 
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residue was aspirated separately after giving a 
further 250 ml. of water. The test meal con- 
tained phenol red as a marker. From the 
amount of this material recovered it was 
possible to calculate the volume of the gastric 
contents which had left the stomach. From the 
amounts of secretion recovered plus those 
calculated to have left the stomach the total 
amounts of acid, chloride and pepsin secreted 
were assessed. The methods have been described 
in full (Hunt, 1954). 


RESULTS 


Gastric Emptying 

Table I shows the volumes of the gastric con- 
tents 10 minutes after saline test meals for 7 
patients at various times during and after 
pregnancy. In general the mean volume of the 
gastric contents for each patient was less in the 
period 30-40 weeks of pregnancy than it was in 
the period 16-25 weeks of pregnancy, the mean 
change in each patient being 80 ml. (S.E. of 
mean +21) for the 6 patients for whom data 
are available. 


TABLE I 
The Volume of the Gastric Contents 10 Minutes After 750 ml. Test Meals of Saline in Women During Pregnancy 
and After Pregnancy 
a Weeks Weeks 

Patients Weeks of Pregnancy Post-partum Post-partum 
-_ (16-25) 30 35 40 (6-15) 40 
ml ml. ml. ml. 
A 485* 400 490 430 330 280 
B 265* 220 140 300 270 220 
Cc 570 — 600 420 360 esi 
D 350 410 240 220 280 165 
E 400* 170 — 270 540 400 
F 370 350 230 270 200 350 
G — 520 370 400 390 oa 
Mean . 406 339 338 283 
S.E.ofmean.. +44 +29 +41 +43 


Mean of volumes of gastric contents, each constituent of the mean being expressed as a percentage of 
the mean of all volumes for that patient (subject E omitted) 


120 116 93 


97 89 85 


Mean volume for 19 students of physiotherapy 453 ml. (S.E. of mean +32). 


* These figures are based on two tests. 
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The Volume of the Gastric Contents 20 Minutes After 750 ml. Test Meals of Water in Women During Pregnancy 
and After Pregnancy 
Weeks Weeks 
a Weeks of Pregnancy Post-partum Post-partum 
(16-25) 30 35 40 (6-15) 40 
ml. ml. ml. ml 
A 390* 350 350 350 300 240 
B 360* 420 390 460 370 530 
< 140 — 260 300 300 —_ 
D 290 340 500 270 240 260 
E 500* 425 — 360 470 325 
F 270 310 290 440 260 400 
G 510 480 360 460 
Mean mi. , ae 377 342 350 
S.E. of mean +50 +18 +35 +53 


Mean for 19 students of physiotherapy 398 (S.E. of mean +31). 
* These figures are based on two tests. 


Taswe Ill 
Mean Data on Gastric Secretion During and After Pregnancy in Response to Meals of Saline and Water in 
7 Women 


Weeks 
Weeks of Pregnancy Post-partum 
(15-20) (21-25) (26-30) (31-35) (35-40) 40 
Number of Observations 
6 12 12 12 14 10 
Output of Acid (m. equiv.) 
Saline 10 minutes 1-7 1-5 1-2 1-1 2-2 2-0 
(40-88) (+0-57) (+0-34) (+0-34) (+1-0) (+0-7) 
Water 20 minutes sie 2-8 2°5 2-2 1-8 2-1 2-7 
(+1-43) (40°85) (+0-24) (+0-59) (+0-39) (+1-0) 
Output of Chlorides (m. equiv.) 
Water 20 minutes 4:8 5-2 4-3 4:5 4-8 6°5 
(+1-75) (+1°14) (+0-98) (+0-65) (+0-66) (41-25) 
Output of Pepsin (Units) 
Saline 10 minutes al 2,190 2,250 2,700 1,970 2,320 
(+1,050) (+690) (+620) (+330) (+480) 
Water 20 minutes at 3,680 3,320 


2,960 2,620 2,630 
(£1,730) = (+940) (+670) (+840) (+370) 


Figures in parentheses are standard errors of means. 
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Reviewing the data as a whole it may be noted 
that there is a tendency (patient E excepted) for 
the volume of the gastric contents to fall pro- 
gressively from one test to the next. To determine 
whether or not this trend could be ascribed to 
chance the volumes of the gastric contents 
determined at each test were expressed as a 
percentage of the mean of all the volumes for 
that patient. The means of these percentages at 
various times in pregnancy were then calculated 
for the group and are shown at the foot of Table 
I, subject E being omitted. There is a progressive 
decline in the value of the mean with time. A 
straight line relating the volumes of the gastric 
contents (expressed as a percentage of the mean 
for the subject) to time indicated that the volume 
of the gastric contents fell by about half per 
cent per week. This value, calculated from the 
individual data of Table I, would be expected 


‘to occur by chance only once out of a hundred 


repetitions of the experiment if there were in 
fact no fall with time. 

By contrast Table II shows that there was no 
change with time in the mean volume of the 
gastric contents 20 minutes after meals of water. 


Gastric Secretion 

It should be noted that these test meals were 
not primarily designed to obtain data on gastric 
secretion during pregnancy. However it will be 
seen from Table III and Figure | that in these 
studies gastric secretion fell in pregnancy con- 
firming the findings of Strauss and Castle (1932) 
with alcohol test meals and small doses of 
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Fic. 1 
The mean amounts of acid, chloride and pepsin secreted 
in response to test meals of saline (10 min.) and water 
(20 min.) in seven subjects. 
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histamine and those of Murray, Erskine and 
Fielding (1957) using histamine as a stimulus. 
Table III shows that the mean secretion of acid, 
chloride and pepsin in response to the test meals 
during pregnancy reached their lowest levels in 
the period 26-35 weeks. 


The Secretion of Acid and Chloride During 
Lactation. 

Four of the seven women examined 6~15 
weeks after pregnancy were lactating and the 
remaining three patients were bottle-feeding 
their infants. Figure 2 shows that in lactating 


AMOUNTS OF ACID(m.equtv ) 


Breast Not breast 
feeding. feeding. 


3 35 


15 20 25 30 35 40 5 w 15 
WEEKS OF PREGNANCY. WKS WEEKS 
A 


OF PREGNANCY. WKS. AFTER 
PGY. 
Fic. 2 
The amounts of acid secreted in response to test meals 
of water (20 min.). Data for seven subjects are plotted 
individually. 


women there was a remarkable risé in the 
amount of acid secreted in response to test meals 
of water. The secretion of acid in response to 
saline meals shows a similar trend. Table IV 
shows the intra-subject changes in the amounts 
of acid and chloride secreted between the 
period 35—40 weeks of pregnancy and 6-15 weeks 
post-partum in response to test meals of water. 
The difference between the mean changes for the 
women breast feeding and those not breast 
feeding was 2:28 m.equiv. acid (S.E. of mean 
+1-2) and the difference between the mean 
changes for chloride was 4-1 m.equiv. (S.E. of 
mean +1 -2). The latter figure is significant at the 
1 in 50 level. It should be noted that the divergent 
data marked with a star in Table IV relate to a 
patient who was not examined until 15 weeks 
post-partum and are therefore not strictly com- 
parable with the other data. The secretion of 
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TasLe IV 
The Changes in the Output of Acid and Chloride in 
Response to Test Meals of Water (20 Minutes) Between 
the End of Pregnancy and the Post-partum Period in 4 
Women Who were Breast Feeding and 3 Women Who 


were not Breast Feeding 
Change in Secretory Response 
(m. equiv. acid) 
(35-40) Weeks of Pregnancy Minus 
(6-15 Weeks) Post-partum 
Breast Not Breast 
Feeding Feeding 
+0-36 +0-87* 
—0-05 —1-78 
+3-90 —1-45 
+1-82 


Difference between means 2-28 
(S.E. of difference + 1-2) 


—0-78 (S.E.++/0-69) 


Chlorides (m.equiv.) 
+0-4* 
—0 
+4:0 


+3-9 (S.E.++/1-07) 


Difference between means 4-1 
(S.E. of difference + 1-2) 


—0-23 (S.E.++/0-2) 


* See Results in text. 


pepsin was also augmented in the patients who 
were lactating as compared with those bottle- 
feeding but the level of significance just fails to 
reach | in 20. 


DISCUSSION 


Gastric Emptying 

We had expected to find that gastric emptying 
was slowed during pregnancy but we have been 
unable to obtain any data to support this 
notion. There was in these experiments very 
little change in the gastric emptying rate of test 
meals of water; test meals of saline emptied at a 
rate which increased by about half per cent 
per week from the 20th week of pregnancy until 
about 40 weeks after delivery. However, the 
method of analysis is such that the changes in 
gastric emptying between the 6th week post- 
partum and the 40th week post-partum for 
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example cannot be assessed. Nevertheless, the 
increase in emptying rate between the 20th 
week and the 30-40th week of pregnancy is 
significant by itself. 

Findings based only on 7 patients are always 
open to question on the ground that the sample 
may be entirely unrepresentative. It is therefore 
worth recording that the data for gastric 
emptying for the women 20-weeks pregnant 
were comparable to those obtained for students 
of physiotherapy (Booth, Hunt, Miles and 
Murray, 1957). It might be suggested that the 
increase in the rate of emptying of the saline 
meal was the result of habituation to the test. 
But against this it may be seen that the supposed 
habituation fails to show itself with meals of 
water. 

Tentatively we conclude that the gastric pro- 
pulsive power as assessed with saline meals 
increased in a group of 6 patients out of 7 
during pregnancy. As the emptying of meals of 
water did not change correspondingly there may 
have been an increase in the effectiveness of the 
duodenal brake. 

The majority of women suffer from heartburn 
at some stage during pregnancy but it is difficult 
to obtain precise information about the fre- 
quency of this symptom. In some patients the 
discomfort is trivial and fleeting and is only 
revealed on direct questioning while in others 
the symptoms of heartburn are obtrusive and 
persistent. Five of our seven patients complained 
of heartburn at some stage during pregnancy, 
but the present findings provide no support for 
the idea that prolongation of emptying time is a 
factor in the production of heartburn. 


Gastric Secretion 

The reduction in the amount of acid secreted 
during the middle months of pregnancy is well 
known and the present data tend to confirm 
this finding although the number of patients 
examined in this study is too small to show a 
significant reduction. McCarthy, Evans and 
Dragstedt (1954) have shown that in dogs 
pregnancy had no consistent effect in either 
stimulating or inhibiting gastric secretion but 
a marked and continual hypersecretion of gastric 
juice occurred during lactation. This has recently 
been confirmed by Clark (1957) who has shown 
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that the increased secretion of acid in dogs can 
be suppressed, if lactation is inhibited with 
stilboestrol. Klein (1933) has shown that the 
increase in gastric secretion in dogs during 
lactation is at least in part humorally mediated 
since it was present in one dog with a trans- 
planted pouch consisting only of mucous 
membrane and submucosa completely severed 
from the stomach. 

In women Strauss and Castle (1932) made the 
observation that shortly after delivery the free 
gastric acidity was higher than at any time 
during pregnancy. In the small number of 
women that we have examined there is evidence 
that the increased secretion of acid is only 
present in patients who are breast feeding. We 
do not know whether this increased amount of 
acid, pepsin and chloride secreted during the 
early weeks of lactation is sustained during the 


-whole length of the breast feeding period. It is 


well known that the majority of women suffering 
from peptic ulcer have a remission of symptoms 
during pregnancy but this benefit is generally 
short-lived and almost all these patients suffer 
a recurrence of symptoms soon after the end of 
pregnancy (Clark, 1953). Our findings open up 
the question as to whether it is desirable that 
women with a history of peptic ulcer should 
breast feed their babies. 


SUMMARY 

(1) Gastric emptying has been studied during 
and after pregnancy in 7 normal pregnant 
women. Five of the patients were followed up 
40 weeks after the end of pregnancy and the 
data from a total of 80 test meals have been 
examined. 

(2) There was no evidence that the stomach 
emptied more slowly during pregnancy and 


83 


there was some evidence that the emptying rate 
of saline meals was greater during the later 
weeks of pregnancy and afterwards than it was 
at the 20th week. 

(3) There was a fall in the secretion of acid, 
chloride and pepsin which reached their lowest 
values at about the 30th week. 

(4) Lactation was associated with a significant 
increase in gastric secretion which did not occur 
in patients who were not breast feeding. 
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OVARIAN CYST WITH TORSION AND RUPTURE IN AN INFANT 
BY 


T. J. PARKINSON, B.Sc., M.B., M.R.C.P., D.C.H. 
Senior Resident Medical Officer 
Belgrave Hospital for Children, London, S.W.9 


OVARIAN cysts have been reported in newborn 
babies (Smith, 1954) and at all stages of child- 
hood (Gross, 1953; Taylor, 1952). Nevertheless 
they are uncommon and, as in this case, are 
seldom correctly diagnosed before operation. 
However, reviewing the history, physical signs 
and laboratory results post-operatively it is 
apparent that the importance of certain points 
had not been appreciated. 


Case REPORT 

A fourteen-month-old girl was referred to the 
hospital by her practitioner because she had 
been vomiting since the previous morning. The 
vomiting was associated with pallor and came 
in bouts. During the night she had slept nor- 
mally, but on waking the vomiting had 
recommenced. Her previous health had been 
perfect apart from a cold for the 4 days preceding 
this episode. Her practitioner had found no 
abnormal signs and had provisionally diagnosed 
intussusception. 

When seen in the Casualty Department she 
was whimpering continuously. It was learned 
that her abdomen seemed to have been dis- 
tended since the onset of the vomiting. Her 
bowels had opened daily and she had had no 
symptoms relating to her urinary system. No 
abnormal signs were detected in her heart, 
chest or central nervous system. She was 
resistant to abdominal palpation, but there was 
no local rigidity over the right iliac fossa. No 
abnormality was found on rectal examination. 

An X-ray of her abdomen showed a diminu- 
tion of intestinal gas and a general haziness 
suggestive of free fluid but none of the features 
associated with intestinal obstruction. Her 
haemoglobin was 9-5 g. per 100 ml.; the red 
cells appeared normochromic. Later it was 
1 Pl. 


reported that the mean corpuscular haemo- 
globin concentration was 32 per cent. The white 
blood cell count was 14,500 per cubic mm. of 
which 64 per cent were polymorphs. 

At this stage no diagnosis was made, but 
appendicitis and intussusception were con- 
sidered unlikely. Aspirin gr. 14 was administered 
and the patient allowed home. 

While at home she improved. There was no 
more vomiting and she looked less pale. She 
took drinks of diluted milk, the first for 24 hours, 
and later went to sleep. 

She woke, apparently in pain, her face pale 
and waxen and started to grizzle. She was 
brought back to the hospital 12 hours after her 
first attendance. 

On examination then, it was found that her 
abdomen was now rigid and no longer moved 
on respiration. Palpation demonstrated board- 
like muscles and general tenderness. No bowel 
sounds were audible. Her urine was examined 
but contained no albumin or sugar; acetone was 
present. On microscopy no cells or organisms 
were seen. A provisional diagnosis of general 
peritonitis was made and it was decided to 
explore the abdome.. 

General anaesthesia was induced. With the 
abdominal wall relaxed a freely mobile mass the 
size of a grape-fruit could be felt behind the 
umbilicus. The abdomen was opened by a right 
paramedian incision. When the peritoneum was 
opened blood-stained fluid appeared. The in- 
cision was completed and the mass was delivered. 
It resembled the engorged, cyanotic spleen of 
asphyxia (Fig. 1). At its upper pole it had 
ruptured with extravasation of blood into the 
peritoneal cavity. 

The tumour was removed and it was now 
possible to explore the abdomen. The spleen 
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Photograph of the cyst after excision. The resemblance to spleen is 
apparent. From the ruptured upper pole there was bleeding into the 
peritoneal cavity resulting in the clinical signs of peritonitis. 


T.J.P. [84] 
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was felt, normal in size and position. The right 
ovary could not be located and it seemed likely 
that the tumour was a cyst of the right ovary 
which had twisted, strangulated and finally 
ruptured. The signs of generalized peritoneal 
irritation were due to the resultant bleeding. 

Post-operatively she was treated for her 
anaemia but otherwise recovery was uncompli- 
cated and she was allowed home on the 
eighteenth day. 


PATHOLOGIST’S REPORT 
(M. E. A. Powell) 

“The specimen (Fig. 1) consists of a deep 
purple cystic mass 10 cm. in its maximum 
diameter, with the distal part of a Fallopian 
tube stretched over its surface. On section it is 
seen to be multiloculated with a wall varying 
in thickness from a fraction of a millimetre up 
to 3 mm. A few of the locules contain mucinous 
material but most contain blood clot and a 
little soft greyish tissue. 

“Microscopic examination of representative 
sections shows extensive areas of haemorrhage 
and necrosis. A few fragments of normal tissue 
remain. They include somewhat degenerate 
columnar epithelium in a papillary form, 
suggesting that the tumour was originally a 
serous cystadenoma. There is no evidence of 
malignancy.” 


COMMENTARY 

Reviewing the pre-operative evidence, what 
clues were there pointing towards the correct 
diagnosis? Two stand out, the abdominal 
enlargement and the normochromic anaemia. 

Enlargement of the abdomen has been a 
common feature in girls who have been found 
to have ovarian cysts. Progressive enlargement 
of the abdomen is regarded by Gross (1953) as a 
usual presenting symptom. It was also noted in 
the neonatal case reported by Smith (1954). 
Palpation of the abdomen may reveal a mass 
(Gross, 1953) which may also be felt on examina- 
tion per rectum (Gross, 1953; Bray and Thomas, 
1954). 

In a child of one year the accepted normal 
haemoglobin level is 12-5 g. per 100 ml. (Whitby 
and Newns, 1949). Often a lower level is found 
when the diet has contained insufficient iron, 


especially when it follows blood-loss at birth, or 
premature delivery with consequent low iron 
reserves. Chronic infection may result in 
defective iron utilization with consequent anae- 
mia. In anaemia from these causes the mean 
corpuscular haemoglobin concentration is low, 
28 per cent or even less. 

In the patient described the haemoglobin was 
9-5 g. per 100 ml. when she was first seen and 
the mean corpuscular haemoglobin concentra- 
tion was 32 per cent, the lower limit of normal. 
This was a normochromic anaemia, the type 
which follows acute haemorrhage. The moderate 
leucocytosis found is also understandable as a 
post-haemorrhagic reaction. 

Had the significance of this anaemia been 
appreciated the search for a site of concealed 
haemorrhage would have led to the considera- 
tion of haemorrhage into a viscus. In the 
absence of haematemesis and melena the 
alimentary canal could not be incriminated; nor 
could the renal tract in the absence of haema- 
turia. The site must have been a solid viscus or 
a tumour arising from one. 

The occurrence of normochromic anaemia in 
abdominal emergencies has not previously 
received sufficient attention, probably because 
such patients are operated upon without the 
relevant laboratory investigations being under- 
taken. This case shows that the recognition of 
an anaemia as normochromic may draw 
attention to the existence of internal haemor- 
rhage in an abdominal emergency. 


SUMMARY 

A patient is described, fourteen months old, 
who had an ovarian cyst which ruptured 
following torsion of its pedicle. 

The presenting symptom was vomiting. This 
was accompanied by enlargement of the 
abdomen. 

A normochromic anaemia was present which 
should have led to the pre-operative consider- 
ation of haemorrhage into a solid viscus. 
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VAGINAL DELIVERY AFTER CAESAREAN SECTION 
Rupture of the Lower Segment Scar 


BY 


JAMES BAXTER, M.D. 
Rankin Maternity Hospital, Greenock . 


THE problem of vaginal delivery after Caesarean 
section has been the subject of many recent 
contributions to obstetrical literature. So far as 
the writer knows it has not been recorded that 
the transverse scar in the lower segment, 
resulting from a previous Caesarean section, 
may rupture silently and harmlessly during 
labour, and that this rupture will be missed 
unless a routine search is made for it. Birnbaum 
(1956), in an interesting paper dealing with this 
subject, refers briefly to the possibility of such 
an accident. He states “many of the so-called 
‘ruptures’ of uterine scars are really asymptom- 
atic ‘peritoneal windows’ in the noncontractile 
lower uterine segment”. The ruptures described 
below were by no means “so-called” and, as 
the fingers g-uged their extent, a feeling of alarm 
was raised until it was discovered that the 
utero-vesical peritoneal reflection was intact. 

For many years the writer has practised 
exploration of the uterus immediately following 
vaginal delivery after a previous Caesarean 
section. Unfortunately this routine has not 
always been observed and accurate figures are 
not available. Nevertheless the following cases 
serve to demonstrate the importance of this 
routine examination. 


Case 1. Mrs. C.G., a primigravida, 36-weeks 
pregnant, was admitted to hospital on 9th 
September, 1955, as a case of ante-partum 
haemorrhage. Examination revealed a type 2 
placenta praevia and she was delivered by lower 
segment Caesarean section. The placenta was 
located on the posterior wall of the uterus. The 
puerperium was uneventful and she was dis- 
charged on the twelfth day. She attended the 
antenatal clinic during her second pregnancy 
and was admitted to hospital, in labour, on 19th 


September, 1956. She delivered herself of an 
infant weighing 7 pounds | ounce (3,203 g.). 
Following delivery of the placenta there was 
profuse vaginal bleeding. She was transfused 
and the uterus explored. The cavity contained 
a large quantity of blood clot and the scar in the 
lower segment was found ruptured along its 
entire length. The utero-vesical reflection of 
peritoneum was intact and there was no com- 
munication with the abdominal cavity. Removal 
of the clot followed by 0°5 mg. ergometrine, 
given intravenously, controlled haemorrhage 
which was thought to come from the placental 
site and not from the ruptured scar. There had 
been no sign of bleeding until the third stage of 
labour. However, to keep on the safe side, the 
vagina was tightly packed so that the lower 
segment was compressed against the upper 
segment. The pack was removed in 24 hours. 
She was discharged well on the tenth day of 
the puerperium. 

Case 2. Mrs. M.R., a primigravida, was 
delivered by lower segment Caesarean section 
on 28th January, 1955, the indication being 
severe pre-eclamptic toxaemia. She was then 
36-weeks pregnant. There was a mild degree of 
pyrexia in the early days of the puerperium 
thought to be due to an abscess in her buttock 
resulting from injection of magnesium sulphate. 
In her second pregnancy she was admitted to 
hospital because of recurrent toxaemia on 27th 
September, 1956, and went into labour soon 
after admission. She was then 40-weeks preg- 
nant. When she was fully dilated and the head 
well down in the pelvis, pudendal nerve block 
was performed and delivery completed by low 
forceps. The infant weighed 64 pounds (2,948 
g.). Following delivery of the placenta and before 
repair of the episiotomy, a hand was introduced 
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to explore the lower segment and the old scar 
was found ruptured along its entire length. The 
utero-vesical reflection of peritoneum was intact 
and there was no access to the abdominal 
cavity. As there was no bleeding and no apparent 
disturbance resulting from the rupture it was 
left untreated. The puerperium was uneventful 
and she was discharged on the tenth day. There 
had been no signs or symptoms during labour 
to suggest rupture of this scar and it would have 
gone undetected had routine examination been 
ne 

Accurate figures have not been kept over the 
years, but these two cases of rupture of a lower 
segment scar during vaginal delivery after a 
previous Caesarean section operation, are the 
only cases of rupture observed by the writer 
in a series of about 80 cases, and they would 
have been missed had not the uterus been 
explored immediately after delivery. These 
patients undergoing labour after a previous 
Caesarean section were kept under careful 
observation and at no time did they complain 
of pain in the lower abdomen or over the 
symphysis; palpation in this region did not 
elicit tenderness, and there was no bulging of 
the membranes to simulate a full bladder. It is 
probable that rupture occurred during the 2nd 
stage otherwise full dilatation of the os could 
scarcely have been accomplished but there was 
never any diminution in force or frequency of 
uterine contraction to suggest rupture. Rupture 
of the scar may lead to profuse haemorrhage 
but one would expect to see vaginal bleeding at 
the time of the rupture, and a bleeding which 
begins during the third stage is very likely to 
be from the placental site. 

Lower segment Caesarean section on the 
two cases described above was performed by 
the writer, who uses a more-or-less standard 
technique. The curved incision in the lower 
segment is closed with two layers of catgut 
sutures. Where there is no great urgency some 
advantage may be gained by using separate 
rather than continuous sutures, since the latter 
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are more likely to produce ischaemia in the 
wound area and to cause poor healing. Perhaps 
the most important advantage is derived from 
dividing the utero-vesical peritoneal reflection 
along its firm line of attachment to the uterus 
when exposing the lower segment, and re- 
suturing it as far as possible above the suture 
line in the lower segment. Experience with 
repeated lower segment operations suggests that 
when this technique is followed the peritoneal 
reflection does not readily become adherent to 
the scar and is easily stripped down even at a 
fourth operation. It is possible that, following 
operation, the distending bladder tends to raise 
the utero-vesical reflection and so prevents 
intimate adhesion to the lower segment. When 
the suture lines lie opposite each other they 
probably become closely adherent, and if 
rupture should occur both are involved and the 
rupture 1s complete—into the abdominal cavity. 
So long as the peritoneal reflection remains 
intact there would appear to be no immediate 
danger and no treatment is necessary unless 
there is haemorrhage. It seems reasonable to 
suppose that rupture is more likely when 
Caesarean section has been performed on a 
primigravida some weeks before term, the lower 
segment being ill-defined and not thinned out. 

The recognition of this silent rupture of the 
lower segment scar may be of little consequence 
at the time, but the obstetrician should know 
that it has occurred, and it should be recorded 
in the history of the patient’s labour, since it 
may influence the management of a future 
pregnancy and labour. 


SUMMARY 
Vaginal delivery after Caesarean section may 

cause silent and harmless rupture of the lower 
segment scar and such a rupture will be missed 
unless the uterus is explored immediately after 
delivery. 
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MALIGNANT CHANGES IN PROCIDENTIA 
The Incidence During the Years 1949-54 at Addenbrooke’s Hospital, Cambridge 
BY 
I. Rocker, M.B., M.R.C.S., M.R.C.O.G. 
Late Senior House Officer 
United Cambridge Hospitals 


MALIGNANT changes in procidentia are reported 
to be rare, yet 6 patients with this dual pathology 
were treated during the 6 years 1949-54 at 
Addenbrooke’s Hospital, Cambridge. It was, 
therefore, felt that these cases should be added 
to the 99 cases reported in the American, 
British, French and German literature. The 
degree of detail in these reported cases is so 
variable that it is difficult to correlate the facts 
provided in them. The majority of these patients 
were in the 60-80 years age group with a range 
from 33-86 years. A procidentia had been 
present for 10 years or more in 60 per cent of 
cases. Amongst 26 patients in whom the parity 
is mentioned 2 had never had a pregnancy. 
Their symptoms as might be expected were 
intermittent bleeding and vaginal discharge, 
though Emmert and Taussig (1934) described 
one case discovered on histological examination 
after vaginal hysterectomy. Hdégler (1932) 
describes one case presenting because of loss 
of weight and another because of backache. 
Tourneux (1934) describes a case which pre- 
sented with a mass in the groin. Kraul (1929) 
describes a case which presented with a persistent 
ulcer on the cervix. In 4 of 46 cases the primary 
site of malignant change was in the vagina and 
in one case described by Brady (1935) there was 
a cervical carcinoma and also a vaginal growth 
separated by healthy vaginal mucosa. In very 
few of the recorded cases is there any detailed 
mention about the use of pessaries of any form. 
Reported treatment varies from cauterization to 
radiotherapy and radical surgery by the abdom- 
inal and the vaginal routes, but only 4 of 46 
cases were alive at the end of 5 years. It is 
difficult to make any further comments on the 
results of treatment as there is very little in- 
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formation regarding staging, lymphatic spread 
and duration of follow-up. 

The discrepancy in incidence of malignant 
changes in procidentia found in Cambridge as 
compared to other centres is further accentuated 
by the surveys of Delvaux (1931) and Guthrie 
and Bache (1932). Delvaux wrote to a number of 
European gynaecologists requesting information 
as to the incidence of malignant changes in 
procidentia. Nine of the fourteen surgeons 
replied that they had never seen a case of 
carcinoma in a pre-existing procidentia, and the 
other five surgeons had treated a total of 8 
cases; 4 of these cases had been treated by one 
person. Guthrie and Bache (1932) carried out a 
similar survey and of forty-eight American 
gynaecologists twenty-eight had never seen such 
a case. Thirty-five cases were treated by the 
other twenty surgeons of whom only nine had 
seen more than one case. 


Case REPORTS 


No. 1. Mrs. C.K., aged 77, had 8 normal pregnancies 
between 1897 and 1916. Complete inversion of the vagina 
had been present for one year and had been irreducible 
for one week. There was a history of an offensive vaginal 
discharge for one month, but no bleeding. The cervix was 
hypertrophied and its anterior and left lateral aspects 
were replaced by a fleshy indurated shallow ulcer which 
extended half-way along the left vaginal wall. The uterus 
was small and no other pelvic tumour was detected. The 
procidentia was reduced without difficulty and a pessary 
was inserted. Four days later all that remained of the 
original ulcer was a friable area on the left upper quadrant 
of the cervix (Fig. 1). Biopsy confirmed the diagnosis of 
carcinoma of the cervix which was of the squamous type. 

Treatment was by means of two insertions of radium 
each of seventy-two hours. Total dosage, 8,640 mg.-hours 
giving at least 6,000 r at Point A. 

She was alive and free from recurrence one year after 
treatment. There was no descent of the cervix on 
coughing. 
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No. 2. Mrs. E.C., aged 80, had 3 pregnancies between 
1898 and 1901. A procidentia had been present for one 
year and a yellow offensive vaginal discharge had been 
present for the same length of time. Bleeding had been 
noticed for one month prior to admission. On examina- 
tion the patient was cachetic and a large foul-smelling 
tumour covered in inspissated pus was protruding 
through the vulva (Fig. 2). The anterior lip of the cervix, 
the anterior, left lateral and posterior vaginal walls were 
replaced by a friable necrotic ulcer with an indurated 
edge. The urethra was not involved. The uterus was small 
and there did not appear to be any extension of the mass 
into the pelvis on rectal examination. The procidentia 
was irreducible. Biopsy revealed it to be a squamous 
carcinoma probably a primary growth of the vagina. 

Deep X-ray therapy was given on twenty-one occasions 
in thirty-four days through a singular direct circular 
field. The total skin dose was 5,500 r. The treatment 
resulted in a remarkable change in the appearance of the 
tumour (Fig. 3) but reduction of the procidentia was not 
possible until 6 weeks later. The patient died elsewhere 
3 months after treatment and a post-mortem was not 
performed. 


No. 3. A.M., aged 83, had one pregnancy in 1898. 
Complete inversion of the vagina had been present for 8 
years. A white discharge had been present for 8 years but 
bleeding had oniy been noted for one month. The 
posterior lip of the cervix was replaced by a necrotic 
ulcer which extended to the upper part of the posterior 
vaginal wall. Biopsy revealed the ulcer to be a squamous 
carcinoma of the cervix. A full course of radium therapy 
was given by the Manchester technique and supplemen- 
tary deep X-ray treatment was also given. The patient 
was alive and well one year later. 


No. 4. Mrs. G.A., aged 67, had had 4 normal preg- 
nancies and one abortion. A procidentia had been 
present for 32 years and had been irreducible for 15 
months. Intermittent bleeding had occurred during this 
time. The patient was cachetic. The procidentia contained 
the bladder and a small atrophic uterus; the cervix 
appeared normal. The left lateral vaginal wall was 
replaced by an indurated shallow ulcer with friable edges. 
A biopsy revealed it to be a squamous carcinoma. A 
hystero-vaginectomy was performed by Miss J. 
Bottomley. The patient died 4 months later of cardiac 
failure. 


No. 5. Mrs. L.C., aged 75, had had 8 pregnancies 
between 1905 and 1925. A complete inversion of the 
vagina had been present for 4 years during which time 
a ring pessary had been worn. An offensive discharge 
had been present for 2 years and bleeding had been 
noted for 4 months. The cervix was replaced by a friable 
ulcer and the left parametrium was indurated. The 
histology of the ulcer was that of a squamous carcinoma. 
A full course of radium therapy by the Manchester 
technique was given as well as supplementary deep X-ray 
treatment. The patient was alive and well 2 years later 
and there was no recurrence of the procidentia. 
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No. 6. Mrs. S.M., aged 68, had had 3 pregnancies 
between 1923 and 1928. A complete inversion of the 
vagina had been present for 15 years and had been 
irreducible for 6 months. Bleeding had been noted for 
6 months. The posterior vaginal wall was completely 
replaced by a friable ulcer, the cervix was not involved 
macroscopically (Fig. 4). Rectal examination revealed 
that the anterior rectal wall was adherent to the posterior 
surface of the ulcer, but the mucosa of the rectum did not 
appear to be affected. Biopsy showed the growth to be a 
squamous carcinoma. In view of the poor general con- 
dition of the patient palliative deep X-ray therapy alone 
was given through three direct fields, a total skin dose of 
4,800 r being delivered (Fig. 5). The patient died of 
uraemia 8 months after treatment. Permission for post- 
mortem examination was refused. 


The true incidence of procidentia is difficult 
to estimate as, in itself, it is not a cause of death 
and is, therefore, not often registered on a death 
certificate. The following figures are derived 
from the cases treated at Addenbrooke's 
Hospital during 1949-54. No attempt is made 
to claim that these are statistically valid figures 
for the general population, but they do give an 
impression of the relative frequency of pro- 
cidentia amongst the women of the East Anglian 
region: 

Total number of gynaecological ad- 


missions 4,592 
Total number of ¢ cases of utero-vaginal 

prolapse, 1949-54 .. 
Total number of cases of procidentia, 

1949-54 33 
Total number of cases of carcinoma of 

cervix, 1949-54 ‘i 250 
Total number of cases of procidentia 

and carcinoma of cervix or vagina, 


DISCUSSION 


The incidence of malignant changes in 
procidentia at Addenbrooke’s Hospital, Cam- 
bridge, during the years 1949-54 is 18-18 per 
cent and this figure is not in accordance with the 
accepted rarity of this condition. In the over 60 
age group, at which age the incidence of pro- 
cidentia is at its height, 26 per cent of the 
patients had developed malignant changes 
whereas the incidence of carcinoma of the 
cervix alone in the same age group was 14:3 
per cent. It is not suggested, on the basis of 
Addenbrooke’s cases, that 1 in 4 patients with 


Mrs. C.K. The appearance of the cervix after the procidentia 
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Mrs. E.C. Appearance of carcinoma before treatment. 
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MALIGNANT CHANGES IN PROCIDENTIA 


procidentia over the age of 60 will develop 
associated malignant changes. It is, however, 
suggested that patients with procidentia of 10 
years duration are more likely to develop 
malignant changes. The condition is often mis- 
diagnosed as traumatic ulceration in old women 
who are in poor general health. Intercurrent 
death from other causes and more frequent and 
safer recourse to surgery for procidentia tends 
also to reduce the number of patients at risk 
to the development of carcinoma. 

A brief analysis is made of the world literature, 
most of which consists of single case reports. 
In none of the reviewed articles is the incidence 
of procidentia alone given. The results of treat- 
ment are difficult to analyze as the follow-up 
period is frequently too short and the incidence 
of intercurrent death is difficult to assess on the 
available material. It is interesting to note that 
only one operative death is recorded. The worst 
possible 5-year survival rate would be 8-8 per 
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cent and 19-5 per cent of the patients were dead 
within one year. 


My thanks are due to Miss Janet Bottomley 
and Mr. Oswald Lloyd for permission to publish 
details of the cases under their care, also to 
Professor J. S. Mitchell for details of treatment 
carried out at the Radiotherapy Department. 

My thanks are also due to Miss Westoby of 
the Photographic Department of the United 
Cambridge Hospitals. 
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APLASTIC ANAEMIA DURING PREGNANCY 
A Case Report 


BY 
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AND 
R. J. VENN, M.B., D.Obst.R.C.0.G. 


Late Obstetric House Surgeon 
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ONLY about 12 well-authenticated cases of 
primary aplastic anaemia occurring during 
pregnancy have been described. Cases occurring 
before 1942 have been reviewed by Hurwitt and 
Field (1942) and since that time 4 further cases 
have been published (Bigby and Jones, 1946; 
Dorgan and McGaughey, 1951; Maizels, 1951; 
Loring, 1953). This case illustrates several 
features not previously recorded. 


Case REPORT 


A woman of 24 presented with purpura at the 36th 
week of her first pregnancy. She said that she had been 
liable to bleed from the gums for some years but this was 
the only suggestion of any bleeding tendency in the 
patient or her family. There was no history of exposure 
to drugs or chemicals. Her general health was good and 
the pregnancy had previously been normal except that 
the baby appeared to be small. 

On examination her body was covered with purpuric 
spots and spontaneous bruises. Otherwise she lookéd well 
and was not clinically anaemic. There were no enlarged 
glands; the liver and spleen were not palpable. The heart 
was normal in size; a rough systolic murmur cculd be 
heard in the second left interspace with wide splitting of 
the pulmonary second sound. 

A platelet count was normal (260,000 per c.mm.) but 
when she was seen two weeks later the platelet count had 
fallen to 20,000 per c.mm. She was admitted to hospital 
and the following investigations were performed: 

Haemoglobin, 10-6 g. per 100 ml. 
(neutrophils 2,330, lymphocytes 2,025, eosinophils 90. 
monocytes 45 per c.mm.). Reticulocytes, less than 1 per 
cent. E.S.R., 50 mm. in one hour (Westergren). Hess’ 
Test, strongly positive. Bleeding time, greater than 15 


minutes. Clotting time, 13 minutes (37° C.). Clot retrac- 
tion, excellent. Prothrombin concentration, normal. 
Fibrinogen, 320 mg. per 100 ml. Blood group, A Rhesus 
positive. Direct Coombs’ Test, negative in all dilutions 
(1-1/64). Serum bilirubin, less than 0-2 mg. per 100 mi. 
Urine, no urinobilinogen or other haem pigments 
detected. Schumm’s test, negative. Kissmeyer-Nielsen 
reaction (1953), strongly positive. (A negative reaction 
was later obtained using serum stored for one month at 
—4°C.) Serum proteins, total 6-25 g. per 100 ml. 
(Albumin 5-6 g. per 100 ml.) Electrophoretic pattern 
normal. Examination for L.E. cells, none seen. Blood 
W.R., negative. Sternal marrow, fairly cellular but 
contained practically no megakaryocytes. The few 
megakaryocytes present showed no platelet budding. 
Erythropoiesis normoblastic but abnormal in that some 
atypical mitoses and Howell-Jolly bodies were present. 
Leucopoiesis was normal (Dr. N. D. Gower). 

It was decided that labour should be induced and that 
the bleeding tendency should be treated by transfusion of 
fresh blood given through siliconed apparatus (see Fig. 1). 
Artificial rupture of the membranes was performed at the 
39th week of pregnancy but labour did not begin until 
5 days later. By now the bleeding tendency was becoming 
more marked with haemoptysis, epistaxis and a small 
haematemesis. Strong uterine contractions persisted for 
40 hours without adequate dilatation of the cervix. 
During this time there was continuous oozing of blood 
from mucous membranes and slight vaginal bleeding. 
In view of increasing bleeding and of increasing maternal 
distress, lower segment Caesarean section was performed 
by Miss M. A. M. Bigby. 

During the induction of anaesthesia a profuse haema- 
temesis occurred causing severe shock which required 
urgent blood transfusion. The baby and placenta were 
delivered without abnormal bleeding. The baby was still- 
born. During closure gelatine sponge soaked in thrombin 
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was placed beneath the visceral peritoneum and between 
the layers of the abdominal wall. The patient’s condition 
at the end of the operation was fair. 

Immediately after operation treatment with cortisone 
(later changed to prednisolone) and antibiotics was 
started. Over the next four days profuse epistaxes, gross 
haematuria with a tendency to clot retention, and 
bleeding from injection sites caused considerable trouble. 
The white cell count fell to 850 per c.mm. (mostly 
lymphocytes with very few neutrophils), the platelet 
count remained low and reticulocytes were absent. A 
further sternal marrow puncture showed few marrow 
elements and, taking into account the peripheral blood 
picture, a diagnosis of aplastic anaemia was made. 

The patient’s general condition deteriorated steadily 
with a high fever, signs of consolidation at the left lung 
base and a monilia stomatitis. Culture of the sputum and 
urine yielded Staphylococcus pyogenes resistant to all 
antibiotics except erythromycin. This drug produced no 
clinical improvement and Escherichia coli was later 
isolated from blood culture. The patient died, apparently 
of overwhelming infection, 17 days after operation. 

Post-mortem examination (Dr. T. Skene Keith) 
revealed that the abdominal wound was well healed. 
Petechiae were scattered over all serosal and mucosal 
surfaces. The lungs showed consolidation and areas of 
haemorrhage. A widely patent atrial septal defect was 


present. Histology revealed no cause for the aplastic 
anaemia. The bone marrow was hypoplastic with an 
almost complete absence of white cell precursors and 
megakaryocytes. 


Investigation of the Infant 
Investigation of the infant at the moment of delivery 
showed: 


Haemoglobin, 16-1 g. per 100 ml. Total nucleated cell 
count, 22,000 (neutrophils 12,100, lymphocytes 2,200, 
eosinophils 1,100, normoblasts 6,600 per c.mm.). Platelet 
count, 150,000 per c.mm. Group A rhesus positive. 
Direct Coombs’ test, negative. Kissmeyer-Nielsen re- 
action, positive. Tibial marrow (obtained 1 hour after 
death), many megakaryocytes present, platelet budding 
could not be seen due to autolysis. 


DISCUSSION 


The patient was first thought to be suffering 
from idiopathic thrombocytopenic purpura but 
the falling white cell count, the absence of 
reticulocytes and the finding of marrow hypo- 
plasia at the second examination indicated an 
aplastic anaemia. Fresh blood transfusions 
through siliconed apparatus did not reduce 
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bleeding. Cortisone and, later, prednisolone 
were of very doubtful benefit in checking 
bleeding and produced no activity of the bone 
marrow. There seemed no indication for 
splenectomy in view of the marrow aplasia. 

It is interesting that purpura preceded the fall 
in platelet count and that the Kissmeyer-Nielsen 
reaction was positive in the serum of both 
mother and child. This reaction was originally 
thought to indicate the presence of platelet 
agglutinins. It is positive when the patient’s 
serum agglutinates a suspension of normal red 
cells treated with tannic acid and then coated 
with a normal platelet extract. Recent work 
(Ducos, 1956; Dausset et al., 1956) suggests 
that the active principle of the “platelet extract” 
is fibrinogen not some constituent of platelets 
and that a positive reaction only occurs when 
all the following conditions are satisfied: (a) the 
patient’s blood contains a strong fibrinolysin, 
(5) the test serum be allowed to stand in contact 
with the clot for one hour at 37°C. before 
separation, (c) the serum be heated for thirty 
minutes at 56° C. before the test is performed. 
The active factor from the patient’s clot can 
sometimes be eluted with normal serum or 
saline. A positive Kissmeyer-Nielsen reaction 
has previously been demonstrated in the serum 
of a patient with idiopathic thrombocytopenic 
purpura who became pregnant (Vandenbroucke 
and Verstraete, 1955) and transitorily in the 
serum of her child. 

In several cases of aplastic anaemia occurring 
during pregnancy there has been a remission 
after delivery (Nieuwenhuis, 1938; Dobriner 
et al., 1938; Bigby and Jones, 1946; Maizels, 
1951). There was no evidence of a remission 
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in this case. It cannot yet be said whether preg- 
nancy occasionally causes aplastic anaemia but 
in certain cases termination of pregnancy appears 
beneficial. 
SUMMARY 

(1) A fatal case of aplastic anaemia occurring 
in the ninth month of pregnancy is described. 

(2) Purpura appeared before a significant fall 
in platelet count. 

(3) The Kissmeyer-Nielsen reaction was posi- 
tive in the serum of mother and child. 

(4) There was no haematological remission 
after delivery. 


We are grateful to Mr. J. S. MacVine for 
permission to publish this case, to Dr. G. 
Discombe for help in the preparation of this 
paper, to Dr. P. L. Mollison for the gift of 
plastic blood giving sets and to Dr. N. D. Gower 
and the laboratory staff for help with investi- 
gations. 
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ENDOMETRIAL ABNORMALITIES INCLUDING CARCINOMA 
ASSOCIATED WITH OVARIAN BRENNER TUMOURS 


BY 


B. Eton, M.B., M.R.C.O.G. 
Addenbrooke’s Hospital 
AND 
R. A. PARKER, M.B. 
Department of Pathology, University of Cambridge 


ACCORDING to Novak (1952) Brenner tumours 
of the ovary have no endocrine effect on the 
endometrium and this is the generally accepted 
view today. However, Teoh (1953) and Biggart 
and Macafee (1955) come to the conclusion that 
Brenner tumours can produce oestrogenic 
effects. This possibility occurred also to us, when 
we recently encountered 2 cases of Brenner 
tumour with coexisting endometrial carcinoma. 
We therefore reviewed the cases of Brenner 
tumour seen at Addenbrooke’s Hospital in the 
last 10 years. There were 8 cases and the endo- 
metrium was available in 5 of them. The present 
paper is a description of these 5 cases, followed 
by a discussion on whether Brenner tumours 
exert an endocrine effect on the endometrium. 


Case Histories 
Case 1 


Mrs. E.M., a widow, aged 63 years, complained of 
intermittent bleeding for 4 months, 13 years after the 
menopause. Diagnostic curettage revealed an adeno- 
carcinoma of the corpus. This was treated by total 
hysterectomy. 

The uterus measured 7-54 x3 cm. Its cavity was 
filled by a friable carcinoma arising from the internal 
aspect of the left cornu (Fig. 1). The myometrium con- 
tained three small subserous fibromyomata. The left 
ovary was enlarged by a mass (4 x 3 x 2:5 cm.) whose cut 
surface was firm and white. The right ovary was normal. 
Microscopy showed that the carcinoma of the body of 
uterus was a fairly well differentiated adenocarcinoma 
(Fig. 2). The ovarian mass was a Brenner tumour (Fig. 3) 
which contained a little non-doubly-refractile fat in and 
around the islands. The endometrium was variable in 
type, mostly hyperplastic, but in parts was atrophic. 


Case 2 
Mrs. E.G., a married woman, aged 60 years, gave a 
history of bleeding, 10 years after the menopause. At that 
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time it was attributed to a cervical polyp which was 
removed. Bleeding recurred in October, 1955 when the 
uterus was curetted and showed an obvious carcinoma 
which was treated at the same time by total hysterectomy 
and bilateral salpingo-odphorectomy. 

The uterus measured 8 x 5 x 3-5 cm. and its cavity was 
filled by a friable carcinoma which was infiltrating the 
myometrium in the region of the left cornu. The right 
ovary was enlarged (3 x 2:5 x2 cm.). The left ovary was 
normal. Microscopy revealed that the enlargement of 
the right ovary was due to a Brenner tumour (Fig. 4) with 
a moderate amount of non-doubly-refractile fat in and 
around the islands. The uterus contained a fairly well 
differentiated papilliferous adenocarcinoma (Fig. 5). The 
endometrium was variable in type, mostly hyperplastic 
but in parts atrophic. 


Case 3 

Mrs. M.W., a widow, aged 63 years, was admitted 
complaining of left sided abdominal pain and increasing 
girth during the past 7 months. She was found to have a 
large cystic tumour in the left side of her lower abdomen. 
At operation a multilocular cyst of the left ovary was seen 
which was adherent to bowel, uterus and pouch of 
Douglas. The uterus and both adnexa were removed. 

On microscopy, the cyst was a pseudomucinous 
cystadenoma and a firm white area (2 x 1 x 0-5 cm.) in it 
was a Brenner tumour. No material was available for fat 
stain. The endometrium (Fig. 6) was hyperplastic; in 
some areas an occasional gland was cystic and its 
epithelium low columnar. Because of the presence of an 
occasional cystic gland, it is possible that the hyperplasia 
was entering a retrogressive phase. 


Case 4 

Mrs. A.We., a married woman, aged 51 years, com- 
plained of heavy irregular periods occurring after variable 
spells of amenorrhoea lasting several months. On 
bimanual examination she was found to have uterine 
fibroids. Total hysterectomy and bilateral salpingo- 
odphorectomy were performed. 

The uterus was enlarged (9 x 8 x 6-5 cm.) by numerous 
fibromyomata. The right ovary was enlarged (2:5 cm. 
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in diameter). Microscopy revealed the right ovary con- 
tained a Brenner tumour. A little non-doubly-refractile 
fat was present in the epithelial islands. The endometrium 
was hyperplastic (Fig. 7). 
Case 5 

Mrs. M.B., a married woman, aged 76, was admitted 
with a history of urinary frequency followed by retention 
of urine. She had haemorrhoids which had been bleeding 
on and off for three months, but there had not been any 
post-menopausal vaginal bleeding. She was found to 
have a left multilocular ovarian cyst, 15 cm. in diameter, 
which was removed with the uterus and both adnexa. 

The uterus contained several small fibromyomata. 
Microscopic examination showed a pseudomucinous 
cystadenoma and a small solid area (1 0-5 0-5 cm.) 
was a Brenner tumour. No material was available for fat 
stains. Some of the tubules of the endometrium (Fig. 8) 
were cystic, but most were within the normal range for 
the reproductive epoch; it is considered that this endo- 
metrium is abnormal because in a woman of 76 it should 
be atrophic. 


DISCUSSION 


The clinico-pathological features have been 
described of 5 patients with Brenner tumours. 
The presenting symptom in 3 cases was abnormal 
uterine bleeding. One patient, of menopausal 
age, had hyperplasia of the endometrium with 
coexisting fibromyomata. The other 2 were 
post-menopausal and were found to have 
endometrial carcinoma. The 2 without any 
abnormal bleeding were both post-menopausal, 
one had hyperplastic and the other non-atrophic 
endometrium. 

The occurrence of abnormal pre- or post- 
menopausal bleeding in association with Brenner 
tumours has been described by various authors. 
Most of them, such as Freund (1933), Jondahl, 
Dockerty and Randall (1950), Reagan (1950), 
Peck and Leary (1952) and Kerpe, Black and 
Speer (1952), concluded that the bleeding was 
coincidental and that in all these cases uterine 
pathology was present, such as endometrial 
hyperplasia, endometrial polypi, and fibro- 
myomas which were in no way related to the 
ovarian tumour but were responsible for the 
abnormal bleeding. Thus, Andujar, Enloe and 
Swift (1947), after describing polypoid hyper- 
plastic endometrium in a woman of 74 years 
with a Brenner tumour and “‘Swiss cheese” type 
of endometrial hyperplasia, regarded these 
findings as coincidental. 

The same view has been expressed in the 
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reports of Brenner tumours associated with 
endometrial carcinoma. Te Linde’s case (1930) 
of a woman of 63 is of special interest because 
between the areas of carcinoma of the endo- 
metrium were “large benign dilated glands 
suggestive of hyperplasia”. Freund’s (1933) case 
occurred in a woman of 55, two years after the 
menopause. He considered that the Brenner 
tumour has no hormonal effects. Bettinger 
(1933) regards his case as merely indicating the 
patient’s general neoplastic tendency. One other 
case was mentioned by Reagan (1950) who made 
no comment on the associatior. 

There are workers, however, who tended to 
correlate Brenner tumours with changes in the 
uterus. Amongst the 9 cases of Kolonja and Ulm 
(1951), the endometrium was studied in 6 
patients. There was either adenomyosis or 
endometrial hyperplasia in all of them. They 
conclude that this is more than coincidence. 
Schiffmann (1932) reported 2 cases of Brenner 
tumours with endometrial hyperplasia and post- 
menopausal bleedings. He felt that an endocrine 
function of the tumour could not be excluded. 
In 2 of Pendl’s (1948) cases the uterus was 
available for study and showed hyperplastic 
endometrium which was cystic in parts. There 
was also slight adenomyosis interna. In his third 
case the tubes were available and showed no 
atrophy, as would have been expected by the age 
of the patient. Pend! concludes that Brenner 
tumours possess endocrine function. 

Teoh (1953) and Biggart and Macafee (1955) 
came to the conclusion mainly on morphological 
grounds, that Brenner tumours have a similar 
origin to granulosa-theca cell tumours and that 
therefore Brenner tumours can produce endo- 
crine effects. Teoh (1953) states that they do not 
arise from Walthard nests, but that the stroma is 
part of the tumour and is identical with theca- 
cell tissue. The epithelial islands do not differ in 
histogenesis from those of granulosa cell tumour, 
the difference in appearance being due to 
metaplasia. Biggart and Macafee (1955) con- 
sider that the stroma of Brenner tumours is 
derived from ovarian mesenchyme; they are 
uncertain as to the origin of the epithelial 
islands. They also found that in 2 Brenner 
tumours with post-menopausal bleeding and 
cystic hyperplasia of the endometrium the fat 
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Uterus of Case 1 showing carcinoma of the body of the uterus and a Brenner 
tumour of left ovary. 


Adenocarcinoma of body of uterus from Case 1. H. & E. x 105. 
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Brenner tumour from Case 1. H. & E. x 105. 
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Brenner tumour from Case 2. H. & E. x 105. 
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Adenocarcinoma of body of uterus from Case 2. H. & E. x 105. 
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Hyperplastic endometrium from Case 3 containing one cystic gland. H. & 
E. x 130. 
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Hyperplastic endometrium from Case 4. H. & E. 100. tum 
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Non-atrophic post-menopausal endometrium with cystic glands from Case 4. 
H. & E. x 105. 
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ENDOMETRIAL ABNORMALITIES ASSOCIATED WITH OVARIAN BRENNER TUMOURS 


was doubly-refractive, crystalloid, and resembled 
that found in thecomas, while in Brenner 
tumours without associated uterine bleeding no 
anisotrophic fat or crystalloid material was seen. 
In the present series of cases in the 3 tumours 
examined for fat, fat was found in all, but it was 
not doubly-refractile. Greenblatt, Greenhill and 
Brown (1939), and Reagan (1950) have all 
found fat in Brenner tumours, »ut do not 
comment on whether it was doubly-refractile 
and regard its presence as a degenerative change. 

The endometrial changes in the present series 
which, if associated with theca-granulosa 
tumours, would generally be attributed to 
endocrine stimulation, suggest the possibility 
that Brenner tumours may also produce endo- 
crine effects; this view is supported by the 
number of cases in the literature with uterine 
lesions and by the morphological studies of 
Teoh (1953) and of Biggart and Macafee (1955). 

The incidence of endocrine effects of Brenner 
tumours does not seem to be so high as in the 
theca-granulosa groups. Biggart and Macafee’s 
contention, that stromal proliferation is not 
sufficiently active in some patients to produce 
oestrogenic effects, provides a possible explana- 
tion for the lower incidence of endocrine effects 
in Brenner tumours as compared with the 
theca-granulosa group. 

Even if the possible hormonal action of 
Brenner tumours or the endometrium is not 
acceptable to all on the evidence presented in 
this paper, the fact remains that 5 out of 8 cases 
of the present series had endometrial abnor- 
malities. We suggest therefore that all patients 
with proved Brenner tumours should be investi- 
gated, especially by curettage, in order to 
exclude a uterine lesion. 


SUMMARY 


In 5 out of a series of 8 cases of ovarian 
Brenner tumours, the uterus was available for 
study. In every one of the 5, endometrial 
abnormalities, carcinoma, hyperplasia, or non- 
atrophic post-menopausal endometrium were 
found. 
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The significance of the endometrial changes is 
discussed, together with the interpretation of 
previously reported cases of Brenner tumours 
associated with uterine lesions. Recent work 
based on mainly morphological grounds that 
Brenner tumours have a similar origin to 
granulosa theca-cell group of tumours is 
reviewed. 

It is possible that Brenner tumours may 
produce endocrine effects, but the problem needs 
further study. Even if the possible endocrine 
effects are not acceptable to all, there is no doubt 
that the number of uterine lesions reported in 
cases of Brenner tumour warrants investigation 
of the uterus, especially by curettage, of all 
proved cases of Brenner tumours. 
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MORPHOLINOETHYLNORPETHIDINE HYDROCHLORIDE 
IN OBSTETRICS 


BY 


J. M. Hotmes, M.D., M.R.C.O.G. 
Senior Obstetric Registrar 
Guy’s Hospital and Farnborough Hospital 


THE relief of pain in labour presents a unique 
problem. The respiratory centre of the infant is 
especially vulnerable to analgesic and anaesthetic 
drugs and as most of these agents readily cross 
the placental barrier the initiation of respiration 
at birth may be severely jeopardized. Morphine 
has long been used as an effective analgesic, but 
is particularly prone to depress the foetal 
respiratory centre and has largely been replaced 
by pethidine, which was synthesized by Eisleb 
and Schaumann (1939). Although pethidine is a 
good analgesic and is less likely to cause 
vomiting it lacks the desirable sedative and 
marked euphoric effects of morphine. 

Millar and Stephenson (1956) have investi- 
gated the amino-alkyl derivatives of pethidine in 
an effort to find a substance possessing more 
powerful analgesic properties and without the 
undesirable quality of respiratory depression. 
They have found that in rats Morpholino- 
ethylnorpethidine hydrochloride (T.A.1) is three 
times more powerful than pethidine hydro- 
chloride. 

INTRAVENOUS ASSAY 

The severity of pain tends to increase with the 
progress of labour, but great variation is found 
from one patient to another and in the same 
patient at different stages of her labour. To over- 
come this difficulty and to obtain comparable 
results analgesic drugs were added to physio- 
logical saline solution and given by continuous 
intravenous infusion. Each drug was adminis- 
tered for not less than 30 minutes, and the rate 
of infusion was adjusted to obtain a similar 
analgesic action. The dose given was sufficient 
to reduce the pain to that equivalent to mild 
dysmenorrhoea, and no attempt was made to 
eliminate the pain completely. Between each 


period of 30 minutes physiological saline 
solution alone was given, until analgesia had 
become appreciably diminished, before intro- 
ducing the next drug. The patients selected were 
mainly young primigravidae in normal labour, 
and the assay was begun when the cervix was 
dilated to 3 cm. Pethidine and T.A.1 were com- 
pared, and in many cases it was possible to 
administer each of the drugs twice during the 
same labour. 

Although the amount of pethidine and T.A.1 
required varied considerably from patient to 
patient—e.g., pethidine 30-80 mg. per hour—the 
relative analgesic effect of the two drugs proved 
consistent. Pethidine hydrochloride 100 mg. was 
found equivalent to T.A.1 25 mg. 


CLINICAL TRIAL 

T.A.1 25 mg. was given intramuscularly to 50 
patients in strong labour with the cervix dilated 
more than 3 cm. and the effect compared with 50 
control patients who received pethidine 100 mg. 
The action of the two drugs was found to be very 
similar. The onset of analgesia occurred within 
15 minutes and both effected good relief from 
pain for about 3 hours and this is of much 
shorter duration than morphine—6 to 10 hours. 
T.A.1 appeared to have a slightly less sedative 
effect than pethidine. The slight tendency to 
depress the foetal respiratory centre and the 
incidence of vomiting, particularly when given 
intravenously, were similar. No other side 
effects were observed. 


CONCLUSION 
Morpholinoethylnorpethidine hydrochloride 
(T.A.1) has four times the analgesic effect. of 
pethidine hydrochloride, but when given in 
similar analgesic dosage it does not appear to 
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possess any outstanding features which would be 
of clinical advantage. The present trial suggests 
that T.A.1 25 mg. can be used as a safe obstetric 
analgesic and is a reliable substitute for pethidine 
100 mg. 


I wish to express my appreciation to Mr. K. G. 
Seager on whose patients this trial was con- 
ducted. 


I am indebted to the manufacturers, J. F. 
Macfarlan and Co. Ltd., for the T.A.1 used 
in this trial. 


REFERENCES 
Eisleb, O., and Schaumann, O. (1939): Dtsch. med. 
Wschr., 65, 967. 
Millar, R. A., and Stephenson, R. P. (1956): Brit. J. 
Pharmacol., 11, 27. 


8A 


THE MANAGEMENT OF INTRA-UTERINE DEATH OF THE FOETUS 


BY 
H. Vincent Corspett, M.D., M.Sc., F.R.C.S.E., M.R.C.O.G., M.M.S.A. 
Consultant Obstetrician 
St. Helens Hospitals, Lancs. 
Visiting Gynaecologist 
Noble’s Hospital, Douglas, Isle of Man 


Tue year 1935 was an important landmark in the 
history of the management of intra-uterine death 
of the foetus. When for one reason or another 
pregnancy ends prematurely, the problem of 
inducing the uterus to part with its contents is 
not simple, and the necessity for waiting for this 
to occur spontaneously imposes a strain that the 
patient can well be spared. In that year Robinson, 
Datnow and Jeffcoate (1935) published their 
paper on a method of evacuation using oestro- 
genic hormones, whereby trauma, infection and 
haemorrhage, risks so often associated with 
attempts at surgical evacuation, were avoided. 
Exactly twenty years later, Stallworthy (1955) 
summarizing the position as he saw it, intimated 
that if the oestrogen regime, somewhat modified, 
is not successful, the patient will come to no 
harm and should be advised to await spon- 
taneous evacuation. The disadvantages are, of 
course, inconvenience, varying degrees of mental 
distress, continued abeyance of the reproductive 
function, restriction of full activity, and finally 
the constant dread of the abortion completing 
itself awkwardly in time or place. As regards the 
duration of the “‘waiting period’’, Stallworthy 
emphasizes that whilst the foetus may be 
retained “‘abnormally long”, the definition of 
what constitutes an abnormally long time cannot 
be precise. In this respect it is of historical 
interest to note that Sir James Young Simpson 
(1871), in his Selected Obstetrical and Gynaeco- 
logical Works, wrote that “‘when the foetus 
labours under any morbid state which proves 
fatal during its abode in utero, there generally 
elapses an interval of 5-25 days before uterine 
contractions, necessary for its expulsion, super- 
vene, but that during this time a number of 


changes are liable to occur’’, and he goes on to 
state that “not only must account be taken of 
changes within the dead foetus closely resembling 
those occurring in the dead body of an adult, 
but that there are additional effects of the 
endosmosis of the liquor amnii through the dead 
tissues of its body, and the continued maceration 
of those tissues”. These words make interesting 
comparison, and indeed invite some speculation, 
with the plausible theory put forward by 
Schneider (1954) writing on problems of blood 
coagulation in obstetric shock. He postulated 
that thromboplastic material in placental tissue 
and amniotic fluid is present in a higher con- 
centration in autolysis of placental and foetal 
tissue, and may enter the maternal circulation 
through the intervillous sinuses causing intra- 
vascular clotting. Defibrination of the blood may 
result. Post-partum haemorrhage, due to 
afibrinogenaemia, is reported as occurring in 
cases of amniotic fluid embolism and long- 
standing foetal death in utero, with or without 
Rhesus iso-immunization. Bleeding in these 
cases is promptly controlled by the injection of 
fibrinogen. These dangers would seem to con- 
trast with Stallworthy’s dictum that ‘Contrary 
to common belief the retention of a dead foetus 
does no harm”. Finally, after outlining the 
surgical methods that may be used for emptying 
the uterus should this be desirable, Stallworthy 
ends by stating that “‘if the oestrogen method is 
persisted in, surgery will seldom be required’’. 
My immediate interest in this matter was 
excited by a healthy young woman on whom I 
had performed a Fothergill’s repair about two 
years previously. She was then aged 32, the 
mother cf 6 children. A further pregnancy 
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subsequently occurred, but whilst on holiday 
during the 32nd week of pregnancy, the mem- 
branes ruptured spontaneously. She returned 
home immediately and was seen about 5 days 
afterwards when the foetal heart was still 
audible. Admission to hospital was strongly 
advised, but she flatly refused and persisted in 
this attitude for a further week, when she 
became acutely ill and was sent into hospital 
where she was shortly afterwards delivered 
normally of a stillborn infant. Severe post- 
partum bleeding occurred, and she was seen by 
a colleague, but in spite of vigorous transfusion 
she died several hours after delivery from un- 
controllable bleeding, the uterus seemingly quite 
incapable of normal post-partum contraction. 

Certain obvious criticisms of the management 
of this case are at once apparent, nor can it be 
denied that the patient herself showed a lament- 
able lack of concern for her own welfare. It is 
proposed, however, to turn to some general 
considerations of the management of intra- 
uterine death of the foetus, particularly to the 
present place of oestrogen therapy, of the 
advisability of earlier surgical intervention and 
of the dangers, more real than hitherto imagined, 
of acquired afibrinogenaemia that may well 
prove fatal. 


OESTROGEN THERAPY 


Two decades ago hormone therapy was 
reaching the peak of its popularity. It had 
previously been shown that intra-uterine death 
was accompanied by a fall in the amount of 
“free” oestrogens in the blovi stream, and by 
implication it was legitimately assumed that the 
uterus could be induced to part with its dead 
contents by stimulation with oestrogens, given 
either by mouth or by injection. Jeffcoate (1940) 
continuing the work in which he had been a 
participant five years previously, described his 
further experiences, and claimed over 80 per 
cent success for this form of medical induction. 
It now seemed possible, therefore, to reconcile 
the urge towards a strict conservatism on the 
one hand and an obvious disquiet over long- 
continued retention on the other. Oestrogens in 
suitable dosage by mouth would bring about 
safe, simple, successful evacuation in the great 
majority of cases. This belief has been held 
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spasmodically ever since, though some authori- 
ties have maintained that larger doses than those 
advocated by Jeffcoate are required. 

It is, however, within the last decade that 
others have questioned the validity of the claim. 
Jeffcoate (1950) re-emphasized that oestrogens 
had been successful in 87 per cent of cases, and 
that subsequent experience had confirmed this 
figure, ‘now generally accepted by all clinicians 
who have tried the method, which seemed to be 
one of the most valuable uses of oestrogen 
therapy”. He found it necessary, however, to 
point out in retrospect that his original work had 
not been controlled, and that it might well be 
found now that the same results would be 
achieved without any treatment at all, or by 
using quinine and pituitrin alone. Changing 
views clearly called for such a controlled investi- 
gation; nor was it established that all clinicians 
who had tried the method since it was originally 
advocated had in fact found it so consistently 
successful. Martin and Menzies (1955) have now 
re-examined the matter critically, and would 
appear to have disposed of the belief, held 
spasmodically for so long, that hormone therapy, 
as Stallworthy (1955) has declared will, if per- 
sisted in, “make surgery seldom necessary”, 
though it must be admitted that this writer 
advocates somewhat larger dosage. Renewed 
interest in and awareness of the subtleties of 
afibrinogenaemia, apart from a heightened dis- 
inclination nowadays of both patient and 
obstetrician to tolerate placidly the long- 
continued retention within the uterus of dead 
material intimately adjacent to the maternal 
circulation, would serve further to question 
Stallworthy’s recent pronouncement that “re- 
tention of a dead foetus does no harm”. Martin 
and Menzies conclude that it is probably 
unnecessary, if not unwise, to offer any treat- 
ment until a dead foetus has been retained for 
longer than three to four weeks. Discounting 
those cases, fortunately not uncommon, in which 
harmless spontaneous evacuation occurs within 
the first week or so after death in utero is con- 
firmed, and also those in which, despite contrary 
opinion, evacuation follows a quinine—pituitrin 
induction so closely as to make it reasonable to 
assume a valid time relationship, their views are 
not now generally accepted. O’Driscoll and 
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Lavelle (1955) discussing the aetiology of 
coagulation defects associated with missed 
abortion, suggest that such a disorder is more 
likely to develop when the foetus has been 
retained for upwards of 4 weeks. If credence be 
given to this, it would appear that to offer no 
treatment to these cases within 4 weeks, assuming 
that spontaneous evacuation has not occurred, is 
to invite an increased risk of coagulation defect. 
These observers further suggest that some time 
must elapse before the agent—presumably 
arising within the uterus—can adversely in- 
fluence the maternal circulation, and in support 
of this quote Vecchietti (1953) who observed 
that the amniotic fluid of a patient whose foetus 
had been dead some weeks, was fibrinolytic. 
It should, however, be pointed out that in the 
case now reported the foetus had probably not 
been dead for more than a few days, and, if 
foetal death in utero and coagulation defect are 
in any way related, long-continued retention 
would not seem to be obligatory. O’Driscoll and 
Lavelle conclude by questioning the wisdom of 
the traditional belief that the standard treatment 
of missed abortion and missed labour should be 
one of expectancy, and they go so far as to urge 
that labour should be induced “‘at the earliest 
possible moment” after confirmation of intra- 
uterine death. Barry and Geoghegan (1955), 
with more restraint, suggest that ‘‘a change in 
the traditional attitude of watchful expectancy 
in the management of missed abortion and dead 
foetus may well be overdue”’. 

Stallworthy (1955) advises larger doses of 
stilboestrol than have hitherto been used. Final 
assessment of its value must therefore await still 
further experience. At least its use can do no 
harm and it is very cheap. Moreover, a condition 
that is well known to end spontaneously and 
harmlessly in a significant percentage of cases 
without treatment, or without an opportunity 
to offer it, need cause no great concern. Equally, 
the results alleged to accrue from hormone 
therapy and those that may occur naturally call 
for restrained comparison. Long-continued re- 
tention, especially after the stage of viability has 
been reached, associated it would seem with 
transient defects of coagulation that might well 
prove fatal, is a matter of far greater concern. 
A persistently conservative attitude or a more 
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radical approach must be the individual respon- 
sibility of every obstetrician. 

A further reminder has recently been given by 
Hubble (1955) in discussing the present position 
of endocrine relationships. He draws attention 
to changing attitudes in our conception of 
thyrotoxicosis and diabetes, hitherto apparently 
explicable as disorders or diseases of peripheral 
mechanisms. Nor may these relations in 
obstetrics and gynaecology have so simple a 
basis, and it is becoming clearer, as he states, 
“that insistence on and belief in peripheral 
mechanisms has obstructed our understanding 
and caused us to expect too much from hormone 
therapy, and that the pituitary is probably the 
centre of endocrine relations”’. 


QUININE AND PITUITRIN 


Martin and Menzies (1955) question the value 
of these drugs in shortening the interval between 
intra-uterine death and delivery. Jeffcoate 
(personal communication) has recently met with 
an instance where a pitocin drip was used for 
protracted retention of the foetus when eventual 
delivery was complicated by considerable post- 
partum bleeding, a mishap unexpected with the 
use of pitocin. Quin and Harper (1955) point 
out that some writers have advised against its 
use because of the possibility of releasing more 
toxic substances from the placenta into the 
maternal circulation. The degree to which this 
may occur, if indeed it does, compared with the 
extent of its occurrence during the rhythmic 
contractions incident to subsequent evacuation 
is merely speculative. The reason for the use of 
quinine and pituitrin is clearly based upon their 
traditional value as activators of the involuntary 
musculature of the uterus, and in this sense 
would seem wholly rational. It may still be the 
opinion of some that a quinine-pituitrin induc- 
tion may produce results that can scarcely be 
regarded as fortuitous, and even if it does not, 
these drugs seem to “‘prime” the uterus, should 
surgical induction ultimately be employed. 


COAGULATION DEFECTS 


Since DeLee (1901) touched on this subject 
at the turn of the century, the occurrence of a 
self-induced aberration of the blood-clotting 
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mechanism peculiar to pregnancy has attracted 
but little attention, and it was not until 1936 
that Dieckmann first attributed it to a deficiency 
of circulating fibrinogen. In the last few years a 
considerable literature has testified to the 
necessity for its recognition and to its impor- 
tance, without prompt treatment, in contributing 
to maternal death. Its association with long- 
standing foetal death in utero is emphasized, but 
rhesus incompatibility seems only doubtfully 
connected. Early recognition of foetal death is, 
of course, always desirable, and Quin and 
Harper (1955) have claimed that at the same time 
the blood level of fibrinogen should be deter- 
mined, using Weiner’s (1953) simple test of 
allowing freshly drawn blood to stand for 24 
hours, when a clot is poorly formed or does not 
form at all. If the clot is then incubated at 
37° C. it disintegrates in one hour. Should this 
sinister form of coagulation defect be present or 
suspected, subsequent management remains a 
matter of grave concern. Of the triple dangers 
of trauma, infection and haemorrhage inherent 
in a more radical approach, haemorrhage is of 
prime importance. Finally, it will be recalled that 
our conception of these defects of coagulation 
is based on Morawitz’s well-known theory of 
coagulation, first put forward in 1904 and still 
persisting without significant change. Since 1940, 
however, further work, though failing to be 
explicit, has made it clear that these processes 
are much more complex. In this respect Best 
and Taylor (1955) quote the work of Quick 
(1943), who concluded that prothrombin was 
not a single substance but consisted of two 
components, A and B. Component A dis- 
appeared from stored blood, and was also 
referred to as the “labile factor”. Quick also 
cast doubt upon the immediate mechanical 
effect of clot formation in arresting bleeding, 
and emphasized that other factors are of greater 
importance in attaining haemostasis. These 
include reflex contraction of the vascular wall, 
the liberation of vaso-constrictor and hypo- 
tensive substances from the platelets, and the 
stickiness of the endothelial lining of the blood 
vessel, which by gluing together the apposed 
surfaces helps to seal the torn vessel wall. It 
therefore seems legitimate to speculate as to the 
reasons for the renewed and comparatively 


sudden awakening of interest in this form of 
defect, and perhaps to accept with some reserve 
existing explanations of its causation, though 
the remedy now suggested of prompt adminis- 
tration of fibrinogen seems potent enough. Nor 
would it seem unreasonable to suggest in the 
present state of knowledge that the importance 
of this transient defect has increased relatively 
in proportion to the greater use of the plasma 
substitutes, a view which Scott (1955) has 
already put forward. The vastly increased use 
of stored blood, plasma and plasma substitutes, 
and infinitely wider acquaintance with the com- 
plexities of transfusion reactions may also be 
regarded as having brought these cases of 
unusual bleeding into sharper relief, with 
serious and successful attempts to avoid fatality 
once deemed inevitable. 

Ratnoff, Pritchard and Colopy (1955a) dis- 
cussing the control of bleeding after delivery 
state that myometrial contraction obviously 
plays the major part in normal control, but the 
extent to which the processes of coagulation also 
help at this stage is still conjectural. They cite 
Barnes (1947) who has shown that blood at this 
stage does not clot when thrombin is added, 
indicating that fibrinogen is deficient. Even its 
addition did not produce clotting, and thrombo- 
plastin had to be added. Cases have also been 
reported of true haemophilia in females with no 
immediate haemorrhage at delivery, and Barnes 
concluded that the most important single factor 
influencing blood loss after delivery is the 
mechanical closure of the sinuses of the placental 
bed, dependent upon the efficiency of uterine 
contraction, and unrelated to coagulation ten- 
dencies in the circulating blood. This is an 
observation now almost axiomatic, and probably 
remains largely true despite recent warnings of 
these transient defects. Ratnoff, Pritchard and 
Colopy (1955a) finally caution that maternal 
death in cases of accidental haemorrhage with 
coagulation defect may still occur even though 
the uterus has been emptied of the dead foetus, 
and excessive bleeding has been treated with 
fibrinogen. The haemostatic defects are re- 
moved, but apparent recovery may give way to 
fatal renal failure. Some authorities consider 
there is a relation between afibrinogenaemia and 
amniotic fluid embolism. Amniotic fluid is said 
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to enter the circulation before, during or after 
childbirth. Most of the patients are multiparae 
over the age of 30. In fatal cases death occurs 
within a few minutes from respiratory distress; 
sometimes, however, post-partum haemorrhage 
resists treatment and measures to restore the 
blood volume prove ineffectual. Jackson, 
Hartmann and Busby (1955) have also reported 
afibrinogenaemia in amniotic fluid embolism. 
It is not, however, invariably present in this 
condition, and whilst Vecchietti (1953) states that 
amniotic fluid is fibrinolytic after long-continued 
retention of a dead foetus, Weiner and Reid 
(1949) and Hodgkinson, Margulis and Luzadre 
(1954) deny this. Ratnoff, Pritchard and Colopy 
(1955b) state that even with adequate fibrinogen 
therapy a fatal outcome may yet occur (apart 
from the aforementioned renal failure) because 
of an unexplained prolongation of the clotting 
time and severe thrombocytopenia, which 
might have been due in their own case to 
massive transfusion with 19 litres of citrated 
bank blood. They also emphasize that this state 
of afibrinogenaemia, even if untreated, is not 
necessarily fatal, and that a clinical picture 
suggesting amniotic fluid embolism is not always 
associated with a sufficient drop in the fibrinogen 
level for dangerous bleeding to be anticipated at 
delivery. 

They also state that defects of coagulation 
have not been reported in cases where intra- 
uterine death occurred before the fourth month 
of pregnancy nor in cases in which intra- 
uterine death has been of under 4-weeks dura- 
tion. They state that afibrinogenaemia may be 
detected for some weeks before delivery. Reports 
on the fibrinolytic properties of “‘fresh’’ amniotic 
fluid, as distinct from ‘“‘stale”’ fluid, i.e., after 
long-continued retention of a dead foetus, are as 
yet conflicting. It also seems likely that fibrino- 
lysis is not necessarily the mechanism responsible 
for the hypofibrinogenaemia which occurs, 
though this explanation would not necessarily 
preclude increased fibrinolytic activity that 
becomes operative only at the time of delivery, 
and sufficient to destroy the small amount of 
fibrin that can normally form in the uterus at the 
placental site. In other words, some at least of 
these cases of bleeding which may prove fatal 
are induced only by the immediate events of 
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parturition. It is further emphasized that 
patients carrying a dead foetus for any length of 
time should immediately report even trivial 
bleeding, and that retention beyond the third 
week calls for routine fibrinogen estimations 
with correction if the levels are low, and advice 
that the uterus should be emptied as soon as 
possible. It would seem that the risk of expelling 
more thromboplastic material into the circula- 
tion by the pumping action of the uterus during 
evacuation of the dead contents though largely 
theoretical must meanwhile be accepted. 
Pritchard and Ratnoff (1955) seem to favour 
abdominal hysterotomy should pitocin induction 
fail. Artificial rupture of the membranes is far 
less drastic and almost invariably successful. 


SUMMARY 


For twenty years oestrogens have been con- 
sidered of value in bringing about evacuation 
of the uterus in cases of missed abortion and 
missed labour. It seems that this belief is no 
longer tenable and must be discarded in favour 
of a return to a more direct approach to the 
problem. 

Quinine and pituitrin are still of value, and 
should always be employed initially when intra- 
uterine death is confirmed. Together they may 
prove successful. 

Long-continued retention, especially when 
death of the foetus has occurred after the period 
of viability, seems to have a sinister relation to a 
rapidly acquired though transient defect of 
coagulation that is reversible by fibrinogen 
injection and transfusion with freshly drawn 
blood. Those obstetricians who elect to retain 
a strict conservatism must acknowledge the 
existence of such a defect. 

Maternal death from subsequent renal failure 
may still occur. 

It would seem, however, that potentially 
dangerous cases are less likely to arise when the 
foetus dies before the period of viability. 

When the foetus dies after the period of 
viability a significant number will be delivered 
spontaneously. A proper sense of perspective 
should therefore be retained; with such a 
perspective the recent and not yet fully accepted 
views of coagulation defect must be integrated; 
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on the other hand, treatment with fibrinogen 
seems almost invariably effective. 

The need for massive transfusion should be 
avoided; such treatment may defeat the object 
in view. : 

Plasma substitutes should be used sparingly 
and with discrimination. 
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TENSION PAIN IN GYNAECOLOGICAL PRACTICE 
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DEFINITIONS 

TENSION pain may be defined as bodily pain 
associated with emotional tension which appears 
as a response to stress in a person predisposed 
to react in this way. It belongs to the general 
category of stress disorders. The term stress 
disorder is taken to cover that group of human 
illnesses which result from interference in the 
harmonious living and working of the organism 
by stress. In our society the most common form 
of stress is that arising in the relations between 
people. The symptoms of a stress disorder may 
appear in the mental sphere—anxiety, depression 
and the like, or in the physical sphere, or in both. 
The bodily changes are at first changes in 
function only, and reversible, but later, if the 
disorder proceeds untreated, changes in structure 
can follow. Thus, bronchial spasm, an accom- 
paniment of anxiety in the over-protected child, 
may as the years go on bring with it emphysema 
and kyphosis. Tension pain, however, in my 
experience never seems to produce organic 
changes. 

Tension pain is real. The distress which it 
causes has been called “imaginary” and 
“‘hysterical”’ but these are terms of abuse and 
have no place in a clinical record. No one who 
has dealt with these patients could believe them 
to be malingerers. One measure of distress is 
disablement. The man who loses one day’s wage 
each week because of tension pain is not 
malingering. The amount of disablement is often 
masked, since most of the patients are women, 
and many are housewives who can take a rest 
when they need one. 


INCIDENCE OF TENSION PAIN IN GENERAL 
MEDICINE 

Tension pain in one or another area of the body 
brings patients regularly to the outpatient clinics 
of any general hospital. Those especially favoured 
are the gynaecological clinic and the department 
of physical medicine. The incidence in general 
practice has been noted in a survey of stress 
disorder (Finlay et al., 1954). A similar survey 
in an industrial practice (Unilever) now in 
preparation has shown that in some sample 
months the proportion of patients with tension 
pain has been as high as a quarter of all patients 
attending (Robertson, D., personal communi- 
cation). Tension pain is often called by its 
victims “‘rheumatism’” or ‘“‘fibrositis’ but 
physical disorder adequate to account for the 
pain is never found. 


INCIDENCE IN A GYNAECOLOGICAL CLINIC 


The study upon which this report was based 
was carried out in the Outpatient Department 
of the Obstetric Hospital, University College 
Hospital, from Ist June, 1953 to 31st May, 
1954, by the Chief Assistant, Norman Morris 
and myself. A sample was drawn from the total 
number of patients applying for consultations 
at the hospital during this year. The reception 
staff took two patients from those telephoning 
for an appointment in each week of the year 
(except for holidays) and entered their names 
for the clinic held on Thursday afternoons. At 
the time of entry the receptionist knew nothing 
of the patient except for her name, and the only 
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selective factor here was the patient’s willingness 
to attend on a Thursday. 

At the clinic the two observers sat in 
adjoining rooms. Each saw one patient, and the 
patients were then changed over. It was explained 
to each woman that she would see two doctors, 
one of whom would make a gynaecological 
examination. The patients accepted this arrange- 
ment without dismay; only one in the whole 
series enquired into the reason for it. One of us 
(N.M.) took a history and made a physical 
examination; the other made an appraisal of 
the woman’s medical and psychiatric state. The 
two examinations were made separately and we 
did not consult together until both were con- 
cluded. Most women were seen more than once 
by each observer, and some attended weekly 
or fortnightly for gynaecological or psychiatric 
care. Observations made at the later attendances 
were used to confirm or refute the diagnostic 
impression of the first interview. 

The total number of patients seen for the 
purpose of the survey was 64. The age range was 
16 to 57 and the mean age 33. The period of 
observation ranged from a single interview to 13 
months. This paper will be concerned only with 
those patients who gave pain apart from period 
pain as the presenting symptom. The findings in 
the other groups will be reported elsewhere. 
Four patients out of the total of 64 came up to 
enquire whether or not they were pregnant, or 
to arrange antenatal care. The series under 
consideration is then 60 patients. 

Pain as a presenting symptom was given by 22 
women, more than one-third of the series and 
much the largest single group. The next in 
order were vaginal discharge (14) and menor- 
rhagia (7). 

When a detailed history had been taken and a 
full clinical appraisal made, it was found that 
only 8 of these 60 patients complained of one 
symptom only. In the other 52 patients the 
clinical picture was made up of two or more 
symptoms, the largest number being in Case 1 
(discharge, irregular periods, loss of weight, 
fatigue, breasts smaller, funny heads, go hot 
and cold, can’t sleep, don’t eat). Thirty-six 
patients complained of one or more of the 
following symptoms: fatigue, tension, depres- 
sion, irritability, faintness, lack of energy, run- 
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down, shakiness, difficulty in sleeping, malaise, 
giddiness, bad dreams, going hot and cold, and 
other symptoms indicating a state of emotional 
tension. 

For convenience of description the series was 
divided into groups by the presenting symptom, 
but it will be understood that this division is an 
arbitrary one, and that the object of study in 
every case was the patient as a person. 


CLINICAL PICTURE 

Twenty-two patients gave pain, apart from 
period pain, as a leading symptom. Of the 
remainder, 12 described pain as one part of their 
complaint. Pain, apart from period pain, was 
thus a major or minor part of the clinical picture 
in 34 patients, or more than half of the series. 

The most common site of pain was the 
abdomen (11), and next in order were: back (7), 
head (6), shoulders (3), groin (2), neck (1), 
perineum (1), buttock (1), chest (1), and armpits 
(1). 

Every patient was given a pain chart and asked 
to mark on the chart the areas where pain was 
felt. The patient’s description of the pain was 
then written alongside. These charts were an 
invaluable part of the clinical record and indeed 
the chart itself was often diagnostic of tension 
pain. 

In these patients the complaint of pain, as 
described by the patient, was seldom fully 
accounted for by physical disorder in the 
gynaecological field. In some women organic 
abnormality seemed to explain most of the 
symptoms. 


Case 32. A woman of 37 described a bearing-down 
pain in the abdomen and a “niggling” pain in the left 
thigh, discharge, depression, fatigue and irregular, 
scanty and offensive periods. She had separated from her 
husband 11 years before and had been compelled to 
work to support her children. She had been associating 
with a man and was worried about pregnancy, but there 
was sufficient physical disorder to account for the pain 
and other physical symptoms, and the anxiety about 
pregnancy contributed only in small degree to the illness. 


In other patients the illness, although attended 
by physical symptoms, appeared to be essentially 
of emotional origin. 


Case 3. A woman of 21 complained of a dragging pain 
in the right iliac fossa, a rash “all over the body”, and 
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period pain. Her home in Liverpool was an unhappy 
one: “I was always fed-up and depressed. Mother was 
too strict.” She ran away at 20 and came to London. 
The year before she had married a coloured man after 
an acquaintance of two weeks. “Life is very bad. I want 
to go home. Can’t get on with my husband. He doesn’t 
like my girl friends. Beats me up if I try to go.” After a 
fight with him she purposely drank part of a bottle of 
Dettol. She was taken to hospital and given a stomach 
wash-out. The abdominal pain began after drinking the 
Dettol, and lasted about 10 days. The psychiatric 
diagnosis here was depression in an immature, dull and 
backward person, and the emotional component in the 
illness was assessed at 100 per cent. 


An attempt was made to appraise the relative 
importance of emotional and physical factors 
in the 22 patients in whom pain was the leading 
symptom. A division was made into these 
groups: (1) disorder entirely of physical origin, 
(2) disorder mainly of physical origin with some 
associated emotional disturbance, (3) disorder 
mainly of emotional origin with minor physical 
factor, and (4) disorder predominantly of 
emotional origin. The numbers in each group 
were: (1) 1, (2) 5, (3) 9, and (4) 7. 

In many of these patients the character of the 
pain, its tempo and distribution and its response 
to therapy were consistent with a diagnosis of 
tension pain. 

Case 24. No gynaecological abnormality could be 
found to account for a “heavy” pain in the lower 
abdomen, and a “bearing-down” pain in the rectum 
described by a woman of 47. The pain had begun 12 
months before, at a time when she was very worried 
indeed about her mother, who was ill with a peptic 
ulcer, and she herself had noticed that the pains were 
worse when she was caring for her mother in bed at 
home. Irregularity of the period also began at this time 
of stress, and although both symptoms were somewhat 
alleviated by discussion and reassurance they did not 
show much diminution until her mother’s health im- 
proved. At the last visit the patient said she had greatly 
feared cancer, but the results of examination had 
satisfied her. Her mother was recovering and she was 
usually free of pain. 


CHARACTERISTICS OF TENSION PAIN 


The distinguishing marks of tension pain are: 
(1) Distribution: usually symmetrical about the 
body axis, in more than one area of the body 
and not consistent with the pain distribution of 
organic disease. (2) Tempo: tension pain is quite 
often continuous from morning to night without 
relief. This tempo is seldom if ever found in pain 
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of organic origin. Variations in intensity of tension 
pain are as a rule quite plainly related to stress. 
(3) Description: the pain may be called by the 
patient “‘aching”, “dull” or “sharp”, but it is 
commonly described as “burning’’—a sensation 
which is associated with skin pain and not pain 
from deeper structures. It may be given bizarre 
names and the patient will often say “Can't 
describe it, Doctor”. (4) Natural history: 
tension pain conforms with the criteria of a 
stress disorder, that is, it begins at a moment of 
crisis in the patient’s life, there is a correlation 
in time between attacks of pain and stress in the 
patient’s life, and the pain clears when the stress 
is removed or the patient learns to adapt to it 
better. 

Pain distribution in these 22 women differed 
from that in patients with tension pain who 
attend a department of physical medicine 
(O'Neill, 1955) in that there is a greater frequency 
of pain in the abdomen and lower part of the 
body and less in the neck, shoulders and back. 
In other respects, however, the two groups 
resemble each other closely. Patients with 
tension pain who find their way to physical 
medicine departments are mostly women, and 
in them too the onset and course of the illness 
are related to stress. A higher incidence of 
abdominal pain in our series is to be expected, 
since it is the pain in this region which determines 
the woman’s being referred to a gynaecological! 
clinic. 


TREATMENT OF TENSION PAIN 

This is, by and large, disappointing. The 
results of treatment of 50 patients attending the 
Department of Physical Medicine at University 
College Hospital have been studied and the 
results show that the largest group is that 
classified as ‘‘No change”’, and this despite the 
best endeavours of physician, psychiatrist and 
physiotherapists working together. The two most 
valuable methods were found to be (1) techniques 
of relaxation, and (2) exploration of the patient’s 
emotional state in the effort to discover and 
deal with sources of anxiety, friction and 
discontent. 

The response to therapy in tension pain is less 
rewarding than in any other category of stress 
disorder. After a review of our experience of 
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treatment, these reasons may be suggested for 
the persistence of pain: (1) an environmental 
situation so disagreeable that the patient, 
although of reasonable intelligence and resili- 
ence, could not tolerate it without symptoms; 
(2) incapacity to adapt to life circumstances by 
reason of limited intelligence, or emotional 
instability or both; (3) utilization of illness: 
“pain with a purpose’. Tension pain is quite 
often used by the patient to protect herself 
against domestic responsibility, or sexual rela- 
tions, or to compete with another member of the 
family who is ill; (4) it must be admitted that 
some cases remain puzzling, however much they 
are investigated, and this serves to remind us 
how much there is still to be learned about the 
pathogenesis of stress disorder. 
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SUMMARY , 


Over one-third of a random sample of patients 
attending the gynaecological outpatient clinic of 
a teaching hospital gave pain as a presenting 
symptom. Combined examination by a surgeon 
and a psychiatrist showed that the majority of 
these women were suffering from tension pain 
and not pain of physica’ origin. The clinical 
characteristics of tension pain are described. 
The treatment of tension pain gives dis- 
appointing results, and some possible reasons 
for this are cited. 
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OBSTRUCTION OF LABOUR DUE TO INCARCERATION OF THE 
NON-GRAVID CORPUS IN A CASE OF UTERUS DIDELPHYS 


BY 
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Gynaecologist 
Samaritan Hospital, Belfast 
Obstetrician 
Lagan Valley Hospital, Lisburn 


OxstTRUCTION of labour due to incarceration of 
the non-gravid cornu is a well-known hazard 
arising in the several varieties of double or 
bicornuate uterus. That it is so would appear 
paradoxically to be due to its rarity as much as 
to its intrinsic interest. Actual descriptions of 
cases exhibiting this complication are remarkably 
few in number. Fenton and Singh (1952) did not 
meet one amongst 146 collected cases. Baker 
et al. (1953) studied all the cases of uterine 
anomaly in the French and English literature 
from 1930 through 1951 and found 118 to 
which they were able to add 9 cases of their 
own. The resultant 127 patients aggregated 275 
pregnancies. Obstruction by the non-pregnant 
cornu arose 12 times of which 8 were in the 
didelphys group and 4 in all other types. There 
is however no detailed description of events in 
these cases. More recently Holmes (1956) has 
recorded 9 cases, in none of which was this 
complication seen. He considers it to be very 
rare. Dougal (1921), Phillips (1921) and Corbet 
(1946) each describe the complication as 
encountered by them. Only the last appears to 
have some features that could be regarded as 
being perhaps similar to those of the case 
described hereunder in which the incarceration 
was found to be due to something which so far 
as the writer is aware has not been observed 
or recorded before. 

Mrs. B., aged 22 years, was first seen on the 
29th November, 1955, with a history of amenor- 
rhoea from the 6th October. She was very 
anxious to know if she was pregnant. 

On vaginal examination the uterus was felt 
1 Pl. 


to be about 8-weeks size. It was noticed that 
the cervix was very small and the vaginal vault 
very narrow. The uterus seemed to deviate to 
the left. These observations aroused suspicion 
and a careful re-examination revealed the 
presence of a double vagina, both passages 
having a small cervix with uterus attached. The 
left was appreciably larger than the right and 
a diagnosis of pregnancy in the left corpus 
uteri was arrived at. The patient and her doctor 
were informed of the anomaly and advised that 
confinement should take place in hospital. She 
commenced regular attendance at the antenatal 
clinic in May, 1956 when she was about 7-months 
pregnant. It was then found that the right or 
non-gravid corpus uteri was present in the pelvis 
and potential obstruction of labour thus 
threatened. The gravid uterus corresponded in 
size to the period of amenorrhoea. The presenta- 
tion could not be determined with certainty but 
was noted as a vertex with a question mark at 
this. 

In mid-June, at 36 weeks, there was a slight 
rise in blood pressure to 130/80 mm. Hg. The 
patient complained of occasional pain in the 
right iliac fossa. This was crampy in character 
and was thought to be worse at night. The 
pregnant corpus was now seen and felt to be 
lying very obliquely. The presenting part was 
high and free. On vaginal examination the right 
corpus was still in the pelvis and gave the 
impression of “‘pushing down” in the corre- 
sponding vault, a fact which actually seemed 
worthy of record at the time. There was very 
slight staining from the left vagina after examina- 
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Drawing to demonstrate the manner in which the non-gravid right corpus 

uteri became incarcerated in the pelvis by insinuating itself into a peritoneal 

cul-de-sac formed by the median peritoneal septum and the mesocolon. The 

blank to the right of the illustration represents the gravid left cornu which 
really overlay the former when seen at operation. 
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tion and the patient was admitted for 
observation. X-ray examination showed a 
breech presentation with the back to the right, 
the breech being high and free. There were no 
further developments. The patient continued 
to complain of occasional trifling pain in the 
right side but was allowed home after 5 days. 
The blood pressure at her next visit was 122/75 
mm. Hg. There was never any albuminuria. 

Labour commenced on IIth July, 1956, 2 
days before the expected date. A trial of labour 
was given to see whether or not the non- 
pregnant corpus would ascend out of the pelvis 
to permit normal delivery. At no time did it 
give any promise of doing so. It is interesting to 
note that Jarcho (1946) quotes Schumann as 
saying that “‘it has been found by experience 
that the obstructing horn never is pulled up 
spontaneously during labour’. After 12 hours 
ineffective pains and at half dilatation Caesarean 
section was carried out under spinal anaesthesia. 

The non-pregnant corpus was first inspected 
as it lay concealed behind and below its larger 
fellow. It was found firmly capped and held 
down in the pelvis by a fold of peritoneum 
covering it rather like a bathing cap. This cap 
consisted mainly of the posterior median septum 
or fold which is present in such cases. This was 
attached posteriorly to the left and lower aspect 
of the mesocolon in such a way as to permit the 
creation of a cul-de-sac into which the enlarging 
non-pregnant corpus had inserted itself and thus 
failed to rise out of the pelvis (Fig. 1). The 
tension on this cap could be appreciated by 
attempts to insert a finger under the sharp 
anterior edge and was considerable. This seemed 
to the writer to have been responsible for the 
pain the patient had experienced at some part 
of every day in the later months of her pregnancy. 
He believes the condition could be overlooked 
even at operation if Caesarean section is com- 
pleted before or without inspecting the non- 
gravid corpus. 

Routine lower segment Caesarean section 
was next performed, and a small female foetus 
of 4 pounds 9 ounces delivered alive. There 
was some meconium-staining of the liquor 
amnii. These findings surprised one less when 
the placenta was delivered. This was very small 
and exhibited a number of red and white infarcts 
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of varying age with fairly numerous areas of 
calcification. The weight was 510 g. The 
pathologist described it as a placenta with low 
functional reserve and considered a live baby a 
fortunate outcome. Falls thinks that “‘abnor- 
malities in placentation, uterine circulation and 
possibly in innervation affect unfavourably the 
oxygen supply to the foetus keeping it constantly 
on the verge of hypoxia and that in some cases 
foetal death results near term for no other valid 
reason”. He favours Caesarean section under 
local anaesthesia for this reason. 

The peritoneal fold over the non-gravid 
uterus was considerably slacker and the latter 
was easily extricated. This of course was due to 
the removal of the upward drag on the non- 
pregnant by the larger pregnant portion follow- 
ing the extraction of the foetus and secundines 
from the latter. The septum or fold was finally 
divided anteriorly down to the floor of the 
pouch of Douglas with the idea of preventing 
any recurrence in a subsequent pregnancy. 

The post-operative course was uneventful. 
No decidual cast from the non-gravid uterus 
was seen. Mother and child were dismissed 
on the fifteenth day after operation. The patient 
returned two months later. She gave a history of 
slight intermittent blood loss for about one 
month after dismissal. This had commenced 
with what she thought were some clots but 
which could perhaps have been the looked-for 
cast. At this date both cervices were again very 
tiny and closely applied to the vaginal septum. 


I am indebted to Dr. John Edgar Morrison 
of Belfast City Central Laboratory for the 
pathology report on the placenta, and to Mr. 
G. A. Smyth of the Royal Victoria Hospital, 
Belfast, for the plate. 


REFERENCES 


Baker, W. S., Roy, R. L., Bancroft, C. E., McGaughey, 
H., Dickman, F. N., and Tucker, G. W. (1953): 
Amer. J. Obstet. Gynec., 66, 580. 

Corbet, R. M. (1946): Irish J. med. Sci., 6th ser., p. 64. 

Dougal, D. (1921): J. Obstet. Gynaec. Brit. Emp., 28, 561. 

Falls, H. (1956): Amer. J. Obstet. Gynec., 72, 1243. 

Fenton, A. N., and Singh, B. P. (1952): Amer. J. Obstet. 
Gynec., 63, 744. 

Holmes, J. A. (1956): Brit. med. J., 1, 1144. 

Jarcho, J. (1946): Amer. J. Surg., 71, 106. 

Phillips, L. (1921): J. Obstet. Gynaec. Brit. Emp., 28, 567. 


MASCULINIZING OVOBLASTOMA OF THE OVARY 
Report of a Case 


BY 


S. W. Pace, M.B., B.S. 


Teaching Registrar in Obstetrics and Gynaecology, Brisbane General Hospital, Queensland, 
Australia 


THe patient was admitted to the Brisbane 
General Hospital on 28th October, 1954. She was 
single and had just had her sixteenth birthday. 

History of Present Illness. The patient had been 
in good health until 5 months previously, when 
she accidentally slipped and fell down 28 steps. 
She was menstruating at the time. This period, 
however, stopped and no periods had occurred 
since. There had also been a change in her voice 
over the last 3 months, which the patient 
attributed to a bad cold. During the same 
period her weight had increased from 10 stone 
8 pounds to 12 stone; she put on 14 stone in 
12 weeks. She had troublesome headaches, which 
were not related to the times of her suppressed 
periods. 

The menarche had occurred at 11 years of age; 
except for the first two periods, she had 
menstruated regularly every 28 days. The loss 
lasted for 7 days, using three to four pads per 
day. Her last normal period had been about 
10th May, 1954, and no loss had occurred since. 
There was no history of dysmennorrhoea or 
intermenstrual discharge. 

The urinary, gastro-intestinal and cardio- 
vascular systems revealed no abnormal symp- 
toms. There were no abnormal personality traits 
to be detected. 

Family History. The mother and father were 
alive and well. Four brothers and three sisters 
in the family were all well. 

Tonsils and adenoids had been removed when 
she was a small child. Appendicectomy had been 
performed 3 years ago. 


EXAMINATION ON ADMISSION 


General. The patient was a heavily built girl 
with a round face, looking older than her stated 
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age. The height was 5 feet 3 inches. Certain 
masculinizing signs were quickly obvious. She 
spoke with a deep male voice; Adam’s apple 
was not abnormally prominent; hirsutism was 
present with dark hairs growing from her neck, 
chin, cheeks, abdomen, back, thighs and fore- 
arms. Her breasts were large and pendulous. 
Acne was present on her face, chest and back. 
The patient was considered muscular with no 
particular fat distribution; except for a slightly 
protuberant lower abdomen she had very little 
subcutaneous fat. 

Examination of the cardiovascular, respira- 
tory and alimentary systems showed no abnor- 
nality. 

Pelvic examination. There was a heavy growth 
of hair over the mons pubis and a central hair 
line up to the umbilicus. There was a thick 
growth of dark hair in the perineal region 
extending down both thighs. The labia were 
normal, the clitoris was considered to be en- 
larged for a girl of 16. The vaginal introitus 
admitted two fingers with ease—the vagina was 
long and wide. The cervix was situated 3 inches 
up from the vaginal orifice. It felt small, firm 
and conical and was pointing downward and 
backward. On bimanual examination, the uterus 
was very small and acutely anteflexed. A 
swelling was palpable in the right fornix about 
6 cm. in diameter. It was freely mobile and felt 
tense, the uterus being easily distinguished from 
the mass. The lower pole of the tumour could 
be felt in the pouch of Douglas through the 
posterior fornix. The other two fornices were 
clear. The mass could be felt through the 
anterior rectal wall on the right side of the pouch 
of Douglas. 

Urine examination. The specific gravity was 
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Fic. 1 


Haematoxylin and eosin preparationto show general structure of tumour. 
x 550. 


Fic. 2 


Reticulin impregnation bringing out the essentially alveolar structure of the 
growth. 
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x 150. 


Fat stain to show lipoid in lesion. 


This is a cross section of the tumour. Note the thickness of the capsule and 


patchy areas of haemorrhage. 


S.W.P. 


Fic. 3 
Fic. 4 


Fic. 5 
Shows the hairs growing from the face and the small acne lesions. 


The vulva and perineum had been shaved. Hairiness of the upper thighs can be seen. The 
clitoris is displayed. 


Fic. 6 


S.W.P. 
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Fic. 7 
Shows the general stature of the patient. 


S.W.P. 


Fic. 8 


Shows the pendulous nature of the breasts, 
and lack of any particular fat distribution. 
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MASCULINIZING OVOBLASTOMA OF THE OVARY 


1020, there was an acid reaction. There was no 
albumin or sugar. 

Provisional Diagnosis. The mass in the right 
fornix was considered to be an ovarian tumour, 
because of its tense cystic feeling, its mobility, 
and its position and easy distinction from other 
structures. In view of the masculinizing symp- 
toms, it was thought most likely to be an 
arrhenoblastoma of the ovary. 

The following investigations were done: 


(1) X-rays of the skull revealed no abnor- 
mality. 

(2) Intravenous 
abnormality. 

(3) Glucose tolerance test was within normal 
limits. 

(4) Full blood count: 4-7 million red cells 
per cubic mm. Haemoglobin 83 per cent (12-4 g. 
per cent). Platelets—normal. Leucocytes: 8,000 
per cubic mm. Neutrophils 71 per cent. Lympho- 
cytes 28 per cent. Basophils 1 per cent. Blood 
smear—nothing abnormal detected. 

(5) X-ray of long bones showed no evidence 
of any osteoporosis. 

(6) Estimation of 17-ketosteroids for 24 hours 
urinary specimen was not done. 


pyelogram revealed no 


Operative Findings 

A softish, solid tumour, round and smooth 
about 6 cm. in diameter had replaced the ovary 
on the right side; the right Fallopian tube was 
normal, lying across the surface of the tumour. 

The left tube and ovary showed no pathology. 
The uterus was anteverted and infantile in 
nature. The omentum and peritoneum looked 
normal. Both kidneys and suprarenals were 
normal to palpation. 


PATHOLOGICAL REPORT 


Macroscopic. The specimen was a roughly 
spherical mass, which measured approximately 
5 cm. in diameter. Its surface was smooth and 
glistening and it was covered with an intact 
slightly opaque greyish membrane. When 
bisected most of the mass was found to consist 
of bright yellow tissue containing several greyish 
irregular semitranslucent areas from which clear 
fluid escaped readily. These zones, considered 
to be regions of degeneration, displayed patchy 
haemorrhages. No pattern could be appreciated 
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on the cut surface. The yellow mass was sharply 
circumscribed, was soft but coherent and was 
separated from the serosa by a layer of greyish 
oedematous seemingly areolar tissue varying 
from | mm. to 3 mm. in depth. There was no 
evidence of extension of the growth into the 
ovarian mesentery. 

Microscopic. The growth has the structure of 
a masculinovoblastoma or virilizing lipoid 
tumour of the ovary. It shows no histological 
evidence of malignancy. Structurally the lesion 
consists of sheets of highly vacuolated cells 
showing in routine haematoxylin and eosin 
preparations no organization beyond a tendency 
for the cells to occur in ill-defined clusters. 
Where this pattern is most obvious cell 
boundaries are generally uncertainly drawn 
giving a syncytial appearance to the local region. 
A certain range in cell-size is present but it is 
not regarded as excessive although the odd large 
cell with a solitary nucleus can be found. The 
nuclei similarly do not show an excessive size- 
range; they have in general a roughly circular 
silhouette and, if the odd pyknotic form is 
excepted, present a finely vesicular structure 
with moderate amounts of chromatin; one or 
more fine nucleoli are generally present. Mitotic 
figures are rare and are of normal form. 

Stains for connective tissue reveal a fine 
collagen stroma supporting the epithelial 
elements which is much thicker in the grey 
oedematous areas where the epithelial cells are 
few. The reticulin silver impregnation prepara- 
tion discloses an alveolar pattern in the paren- 
chymatous element of much wider distribution 
than was suspected in the routinely stained 
sections. Sudanophilic lipoid is present in great 
abundance—sufficient to explain all of the 
vacuolation. Doubly refractile material, some in 
acicular crystalline form, is present but its nature 
has not been investigated. Glycogen could not 
be demonstrated by the periodic acid Schiff 
reaction but the sections were cut from blocks 
fixed in 10 per cent formol saline solution. 

Subsequent History. The patient returned as 
advised two months after the operation. She 
stated that she had menstruated 28 days after 
the operation and that it had been a normal 
period lasting 6 days. Her second period 
followed 28 days later and was normal. 
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The acne on her face had disappeared but 
was still present on her back. Her voice had not 
changed. 

The hirsutism had not changed, but she 
noticed she could pluck the hair from her face 
easily, whereas before this had been difficult. 
Her weight had diminished by 3 pounds only. 
The patient was advised to return again in 
6 months’ time. 

Examination 6 months later. The periods con- 
tinued to be perfectly regular, occurring every 
28 days with a menstrual flow of 4 to 6 days. 

Hairs which had been growing on her face 
and chest had disappeared. The patient had 
noticed less hair on her lower abdomen and 
limbs. 

There was now no acne. Her clitoris appeared 
to be of the same size. Her voice was still male 
in type. She had lost another 8 pounds in weight 
since her last visit.* 


COMMENTARY 


(1) A case of a masculinizing ovarian tumour 
is presented in a 16-year-old girl. Micro- 
scopically it has the structure of a masculinovo- 
blastoma (or virilizing lipoid cell tumour, 
hypernephroma of the ovary or luteoma) 
(Rottino and McGrath, 1939). 

(2) The reason for the variety of names is due 
to the imperfect knowledge of its histogenesis— 
less than 30 cases have been reported in the 
literature. Some authorities (Schiller, 1939; 
Novak, 1953) favour its origin from adrenal 
rests in the ovary. The intimate embryological 
relation of the adrenal cortex and the ovarian 
medulla makes it easy to believe that adrenal cell 
inclusions may occur in the ovarian anlage. The 
above theory appears to be the popular one at 
the present time. This group of ovarian tumours, 
in addition to its masculinizing effects, may be 
associated with symptoms not unlike those of a 
Cushing syndrome which are often produced 
by adrenal cortical adenomas (Kepler, Dockerty 
and Priestley, 1944). 

* She has since been delivered of an 8-pound male 
child with forceps after a 52-hours labour characterized 
by hypertonic inertia. At no time did the breasts show 


signs of lactation. She appears to be normal in every 
respect except that she has retained her deep male voice. 
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(3) The tumours have been designated as 
masculinizing luteomas because of the morpho- 
logical resemblance of the cells to lutein cells 
(Iverson, 1947); however, there is no evidence of 
the usual progesterone effects associated with 
lutein cells, but purely an androgenic effect. 
This is hard to explain in the present state of our 
knowledge. 

(4) Metaplasia of the ovarian cortex and a 
teratomatous origin have been suggested. 

(5) Another theory (Teilum, 1946) is that 
masculinovoblastomata of the ovary are made up 
of Leydig cells and are homologous with Leydig 
cell tumours of the testis. 

(6) This case presented in a young girl who 
went through normal female puberty changes at 
the age of 11 years; menstruation had been 
established regularly and was normal. Absolute 
amenorrhoea appeared to usher in the syn- 
drome, followed within a few months by 
masculinizing characteristics such as hirsutism, 
deep voice, acne and hypertrophy of the clitoris. 
Obesity had occurred over a few months in this 
case. 

(7) No diabetic tendency, polycythaemia, 
hypertension or osteoporosis was found. 

(8) At operation the tumour was regarded as 
being benign and only a simple odphorectomy 
was performed. 

(9) Following the removal of the tumour, 
menstruation returned, acne and hirsutism had 
disappeared and the only sign remaining was 
the deep voice which is probably due to per- 
manent changes in the vocal chords. 

(10) This case showed masculinizing changes 
but none of the signs or symptoms which 
characterize Cushing syndrome—early diagnosis 
may have forestalled the development of these 
symptoms. 

(11) That hormonal investigations are not 
available is regretted. 
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ALTHOUGH amniotic fluid embolism is now 
more widely known as a cause of death during 
labour it is an uncommon complication. How- 
ever, Attwood (1956) has pointed out that, 
because the demonstration of amniotic material 
in the maternal lungs may be difficult, examples 
of this condition are easily overlooked. The 
following report illustrates this difficulty in 
post-mortem diagnosis and also demonstrates 
exactly the site of entry of the amniotic fluid 
into the mother’s venous system. 


Case REPORT 

Previous History 

The patient was 40 years old, and had had two 
children, 14 and 10 years ago. and labour in 
both instances had been uneventful. The first child, a 
boy, had a birth weight of 7 pounds 4 ounces and the 
next, a girl, weighed 4 pounds 10 ounces. The patient had 
suffered from no significant illnesses and had undergone 
no operations. As her father had been discovered to have 
advanced pulmonary tuberculosis four years previously, 
she had at that time attended the Chest Clinic of the 
Royal Adelaide Hospital as a contact. X-ray examination 
had indicated a healed tuberculous lesion at the apex of 
one lung. 


Present Pregnancy 

She was first seen 8 weeks after her last menstrual 
period, a normal one, which had commenced on 6th 
September, 1955. General examination revealed no 
abnormality. Her blood pressure was 110 mm. Hg 
systolic and 70 mm. Hg diastolic. The haemoglobin value 
was 80 per cent (Sahli). Pelvic examination showed no 
deviation from normal. 
2 PL. 


During the third month of pregnancy she complained 
of mild morning sickness and headaches, but these were 
relieved by “Largactil” tablets and intravenous injections 
of pyridoxine hydrochloride. Calcium and iron tablets 
were taken throughout the pregnancy. Her weight at 
8-weeks gestation was 9 stones 3 pounds which increased 
to 10 stones 11 pounds by the 36th week. Foetal move- 
ments were first noticed at about the 18th week. 

The patient was last seen at the 36th week of pregnancy. 
Her blood pressure was then 120 mm. Hg systolic and 80 
mm. Hg diastolic; the urine was normal and there was no 
oedema. The fundus uteri was one inch below the 
Xiphoid process, the foetus being in an occipito-anterior 
position and the head unengaged. On the day before her 
death, a week before the expected date of confinement, 
she was well and did her usual household work without 
complaints. At 6 a.m. on the next day, 5th June, 1956, 
she woke up and left her bed to pass urine into a chamber 
pot at the bedside. (Her membranes apparently ruptured 
at this time as it was observed later that there was a pool 
of fluid containing flakes of vernix on the floor by the 
bed.) She then returned to bed but said nothing to her 
husband who was only half awake in the double bed. 
About half an hour later she sat up, turned on the 
bedside wireless, put on one slipper and, while leaning 
down to put on the other, she suddenly straightened up 
and fell back across the bed and gasped her husband’s 
name. Her husband said that she was rigid, and that her 
breathing was noisy and rattling, while her neck and face 
went blue. She was attended within 15 minutes by one 
of us (B.G.) but was already dead. Her bed was dry, 
and the fluid in the chamber pot and on the floor, 
previously mentioned, was observed. 


Post-mortem Examination . 
The autopsy was performed 8} hours after death. The 

body was well-developed, the head, neck and thorax 

showing a deep lividity. Rigor mortis was extreme. The 
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lungs were large, heavy and purple and did not collapse 
easily. Much frothy fluid exuded from their cut surfaces. 
The trachea and main bronchi contained blood-stained 
mucoid fluid and there were petechial haemorrhages in 
the mucosa. The right heart chambers were dilated and 
the left ventricle was moderately hypertrophied. The 
liver was large and very congested. The left kidney was 
normal but in one of the upper pyramids of the right 
there was a necrotic area ulcerating into the pelvis. This 
focus measured 1 x 0-5 0-5 cm. Its surface was greyish 
and soft, and surrounding it were several small yellow 
dots. 


The external os of the cervix was dilated to about 
4-fingers breadth and was closely applied to the foetal 


Fic. | 


A diagrammatic representation of a sagittal section of 
the uterus to show (1) the retraction of the chorionic 
membrane from the cervical canal-lower segment 
region, (2) the exposed and ruptured venous sinus in the 
lower segment decidua, (3) the relation of the venous 
sinus to the marginal venous sinus of the placenta and 
(4) the twisting of the completely separated amniotic 
membrane around the umbilical cord. 
A=Chorionic membrane attached to decidua. 
B=Marginal venous sinus of placenta. 
C=Uterine vein at point of emergence from myometrium. 
D=Cervix. 
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head which lay in an occipito-anterior position. A small 
amount of viscid amniotic fluid containing vernix flecks 
was found in the vagina, but there was no blood. The 
foetus was rather dry, particularly its hands and feet. 
No amniotic fluid had remained in the sac and there was 
no evidence of the passage of meconium. The placenta 
lay posteriorly in the upper uterine segment and was 
normal. The amniotic membrane had peeled off the 
chorion and was twisted around the umbilical cord. On 
the posterior aspect of the lower uterine segment the 
chorionic membrane was loose and wrinkled, having 
become detached from the uterine wall (Fig. 1). When 
the membrane was lifted forwards it revealed an irregular- 
shaped flat layer of blood clot, some of which extended 
upwards into an open venous sinus just below the 
placenta. Mixed with the clot on the surface and with that 
in the veins were small soft opaque creamy fragments of 
vernix. Superiorly the sinus was followed for a short 
distance until it joined the marginal sinus of the placenta, 
and posteriorly where it entered the myometrium 
obliquely. The foetus, a normally-developed large 
female, was very blue. Apart from numerous petechial 
haemorrhages over the pleural surfaces of its lungs and a 
very congested liver, the baby was normal. It was not 
weighed. 


Microscopic Examination 
The material from the opened venous sinus was a 


' mixture of blood clot and masses of squames, with an 


occasional fragment of a lanugo hair (Fig. 2). The 
placenta was not examined microscopically. In the 
maternal lungs there was much distension of the alveoli, 
some having ruptured their common walls to form larger 
air spaces. There was also some collapse. The air spaces, 
apart from alveolar macrophages, contained no haemor- 
rhage or other exudate. (The fluid found at autopsy 
failed to precipitate in the sections.) The arteries and 
arterioles were dilated and contained numerous slightly 
basophilic squames in contrast to most of the alveolar 
capillaries which were very narrow. Sometimes the 
foreign cells were mixed with the blood, but often in the 
smaller vessels they formed a plug unmixed with vascular 
elements (Fig. 3). In a few larger vessels thrombi of 
squames, polymorphonuclear leucocytes and fibrin were 
observed. It was more difficult to see squames in the 
capillaries but careful examination often revealed one or 
two lying obliquely across the lumen or packed one upon 
the other against the endothelial lining (Fig. 4). Staining 
of frozen sections with Scarlet ““R” demonstrated a small 
amount of finely-divided fatty material in the vessels. 
Lanugo hairs were not found. Sections of the right 
kidney showed an area of tuberculosis in the pyramid 
with ulceration into the pelvis. Some of the tubercles 
were caseating and contained acid-fast bacilli. The cortex 
of the kidney over this area was patchily infiltrated by 
lymphocytes and plasma cells, and contained a few 
hyalinized glomeruli but the rest of the kidney was 
normal apart from moderate subintimal fibrous thicken- 
ing of the larger arteries. Sections of the foetal lungs 
showed some squames in the alveoli. 
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DISCUSSION 

The autopsy diagnosis of amniotic fluid 
embolism has recently been carefully discussed 
by Attwood (1956) so that this subject will not 
be dealt with here, except to point out that the 
squames in the maternal lungs in the present 
case showed a very variable affinity for the 
various types of haematoxylin and even for 
different batches of the same haematoxylin. 
With some batches the squames took up no 
haematoxylin and were thus very difficult to 
identify amongst other eosinophilic structures 
or when pressed against capillary endothelium. 
Methods to demonstrate amniotic debris more 
clearly than the routine haematoxylin and eosin 
staining are described by Attwood. 

The clinical findings. are usually those of 
shock and a more or less sudden pulmonary 
obstruction. The patients complain of pain in 
the chest or abdomen, struggle for breath, are 
cyanosed, and die within a short period some- 
times of minutes. The first observers of this 
condition (Steiner and Lushbaugh, 1941) com- 
mented on the high average age and the degree 
of parity of their 8 cases, and more recently 
Mallory, Blackburn, Sparling and Nickerson 
(1950) reviewed the 20 cases then described and 
found an average age of 33, 16 of the patients 
being multiparous. 

The catastrophe occurs most often during the 
first stage of labour, sometimes associated with 
obstetric abnormalities such as ruptured uterus 
(Steiner and Lushbaugh, 1941) or placenta 
praevia (Sluder and Lock, 1952). Unusually 
violent uterine contractions have preceded the 
onset of pulmonary symptoms in many cases 
(Mallory et al., 1950). A proportion of the 
patients, on the other hand, die during the course 
of an apparently normal labour. More rarely, as 
in one of the cases reported by Denniss, Goldie 
and Polson (1954) death occurred before the 
onset of labour. In our case the silent labour 
sometimes seen in multiparity had begun and 
the membranes were ruptured. 

The site of entry into the circulation has not 
been demonstrated exactly in most cases, 
although a potential site has usually been 
present, such as central placenta praevia, rupture 
of the uterus or abnormal tears at various sites 
in the membranes. Bowden and Abrahams 
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(1950) described a case with unruptured mem- 
branes and could not demonstrate a defect in 
the uterus or placenta. Steiner and Lushbaugh 
(1941) found amniotic squames in small myo- 
metrial veins. Sluder and Leck (1952) in their 
Case 1 illustrated amniotic debris in a uterine 
vessel and in a myocardial vessel, but the photo- 
graphs in their paper are in fact different 
magnifications of the same vessel. Shotton and 
Taylor (1949) demonstrated in their case that 
liquor had passed between the membranes and 
the uterine wall as far as the placental attach- 
ment. On the surface of the cervical canal they 
found several large partially collapsed veins 
exposed but not ruptured. Leary and Hertig 
(1950), while collecting evidence on the available 
placental sites for entry of fluid, showed the 
possible part played by separation of the amnion 
and chorion. Although in our case complete 
separation of these two membranes had taken 
place, in itself a rare event, the more important 
site of entry into the circulation was exactly 
demonstrable macroscopically as a venous 
sinusoid of the lower uterine segment opened 
following detachment of the chorionic mem- 
brane from the decidua in this area. One would 
expect, as a normal occurrence, some separation 
of the membranes from the lower uterine seg- 
ment as it dilates during labour, but the extent 
of separation in this case is probably abnormal 
although we have no reliable information on this 
point. The increase in intra-abdominal pressure 
occasioned by the bending of our patient may 
have been the precipitating factor which forced the 
fluid irto the recently ruptured venous sinusoid. 

In those patients wio survive long enough 
after the passage of amniotic fluid into the blood 
severe post-partum haemorrhage often occurs 
(Weiner and Reid, 1950). From the observations 
of Weiner, Reid and Roby (1949) and of Barry, 
Geoghegan and Shea (1955) the coagulative 
effect of amniotic fluid on blood and the sub- 
sequent fibrinopenia are most likely responsible 
for this. The possibility of amniotic fluid 
embolism should therefore be kept in mind in 
investigating the cause of post-partum haemor- 
rhage, particularly as there is evidence (Landing, 
1950) that amniotic material may be found in the 
maternal circulation in the absence of distinct 
pulmonary manifestations. 


Fic. 2 
Mixed blood clot and squamous cells in - uterine vein. Haematoxylin and eosin. 
x 
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Fic. 3 
A plug of squamous cells in a pulmonary arteriole. Haematoxylin and eosin. 
x 330. 
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Fic. 4 
Two squamous cells in an alveolar capillary. Haematoxylin and eosin. x 600. 
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In some cases, therefore, when the amount of 
pulmonary vascular blockage is too small to be 
responsible, death may be due to haemorrhage. 
In our case the extensive mechanical obstruction 
by amniotic debris and the local thrombus 
formation provide an adequate explanation of 
the cause of death, nor do we think it necessary 
in view of this to postulate other lethal 
mechanisms such as hypersensitivity to chemical 
constituents of the amniotic fluid. 


SUMMARY 

A 40-year-old woman, 39-weeks pregnant, 
died suddenly at home following rupture of the 
foetal membranes. 

Autopsy revealed in the lower uterine segment 
a detached chorionic membrane and an exposed 
and ruptured venous sinus containing a mixture 
of blood and vernix. Death was due to obstruc- 
tion of the pulmonary circulation by amniotic 
debris. Some of the previously reported features 
of the condition are briefly considered. 
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UTERUS DIDELPHYS WITH DOUBLE PREGNANCY 


C. KEITH VARTAN, F.R.C.S., F.R.C.O.G. 
Medical Director 
British Hospital for Mothers and Babies, London 


THE case herein described is unusual: a woman 
with a double uterus, double cervix and double 
vagina, pregnant on both sides and delivering 
herself at term of two live children. 

She was a woman of 20 with no previous 
pregnancy, uncertain of the date of her last 
menstrual period but expected to be at term 
either in September or October, 1952. 

She had had scarlet fever as a child. There 
was no family history of twins. 

Early in her pregnancy she had been thought 
to have an ovarian cyst complicating pregnancy 
and was operated on at another hospital when 
laparotomy revealed the twin uterus and twin 
pregnancy. She was subsequently referred to me 
at the British Hospital for Mothers and Babies. 
She was admitted 26 days prior to labour. Her 
blood pressure was 148/92 and her external 
pelvic measurements were 104, 114 and 8 inches. 

The uterus was V-shaped. 

In the left corpus the foetus presented by the 
vertex. The foetal heart rate was 144 per minute. 
In the right corpus there was a smaller foetus, 
presentation uncertain (? breech). The foetal 
heart rate was 128. 

Blood urea, 22 mg. per cent; haemoglobin, 
60 per cent (Haden), 9-4 grams per 100 c.cm. 
of blood; R.B.C., 3-4 millions per c.mm.; 
packed red cell volume, 29 per cent; M.C.H., 
27 pp g.; M.C.H.C., 32 percent; M.C.V., 85 cu.p; 
Colour Index, 0-88; W.B.C., 8,600 per c.mm. 

On account of the hypertension she was 
treated with complete bed rest, a low salt diet, 
restricted fluids, phenobarbitone gr. 1, b.d. and 
nembutal gr. 3 at night. Iron was given as a 
prophylactic measure. 

Labour started at 11 a.m. on the 28th 
September, 1952. The contractions were stronger 


in the left uterus but by 3 p.m. both were con- 
tracting well every 5 minutes and synchronously. 

She was now examined per vaginam and for the 
first time the double vagina was noted, a dis- 
covery which would have avoided the earlier 
laparotomy. 

The right cervix was “‘one finger’’ dilated; the 
left could only just be reached and was not 
dilated and the right side now seemed to be 
contracting more strongly than the left. Her 
blood pressure was now 180/124. At 9.45 p.m. 
she was fully dilated and shortly afterwards the 
head was at the vulva. Episiotomy was per- 
formed and at 10 p.m. the first baby was born, an 
occipito-anterior. 

The whole uterus now rotated, the right horn 
with placenta going posteriorly. She slept at 
intervals, passed a small clot, but the placenta 
did not appear to have separated. It was how- 
ever expelled spontaneously at 7.5 a.m. after 
a third stage of 9 hours 5 minutes. 

Twenty minutes later strong contractions 
started again, one in three minutes, lasting 
twenty seconds. The blood pressure was now 
150/120. During the day labour progressed 
satisfactorily but with much maternal distress, 
and at 8.30 a.m. next morning the second baby 
was born, an occipito-anterior, the second 
placenta following half an hour later. 

The first stage of the first labour lasted 10 
hours 15 minutes, the second stage 15 minutes 
and the third stage 9 hours 5 minutes. The first 
stage of the second labour lasted 8 hours, the 
second stage 30 minutes and third stage 35 
minutes. In sum, first labour 19 hours 35 
minutes, second labour 9 hours 5 minutes. The 
babies, both girls, weighed 5 pounds 4 ounces 
and 4 pounds 14 ounces respectively. 
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UTERUS DIDELPHYS WITH DOUBLE PREGNANCY 


The mother was in hospital for 13 days and on 
discharge was yielding 23 ounces of milk in 24 
hours evenly shared by the babies both of whom 
were above birth weight on discharge being 
5 pounds 7 ounces and 5 pounds 3 ounces respec- 
tively. Her blood pressure had fallen to 130/96. 

She was seen postnatally. Her general con- 
dition was good, both uteri were anteverted and 
involuted. The vaginal septum was still preseut 
and extended to within 4 inch of the introitus. 

A similar case was described by Brown (1956) 
in which the twin labour was completed in 2 
hours 5 minutes. His case differed in that the 
vaginal septum was absent as is more commonly 
the case. In his review of the literature he states 
that the interval between such double births 
varies from 15 hours to 59 days. 
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Hunter (1957) quotes Berkeley, Bonney and 
MacLeod’s statement that twinning is five times 
as common in double uterus as in single uterus. 
He himself, however, had not seen an instance 
of twinning in his 65 cases. 


The author acknowledges with gratitude the 
kindness of Mr. Basil Sanderson, M.R.C.O.G. 
in referring this case, of special interest for 
confinement, to the British Hospital for Mothers 
and Babies. 
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EARLY MATERNITY HOSPITALS IN EDINBURGH 
(1756-1879)* 


BY 


JOHN STURROCK 


President 
The Edinburgh Obstetrical Society, 1954-1956 


I HAVE chosen for the subject of my address 
some features of the early maternity hospitals, 
from which the present Simpson Memorial 
Maternity Pavilion of the Edinburgh Royal 
Infirmary directly stems, because this year 
(1956) marks the 200th anniversary of the 
provision of the first hospital maternity beds in 
Edinburgh. 

In November, 1937, Dr. Douglas Miller 
(1938) gave as his Presidential Valedictory 
Address to the Society “‘A Short Record of the 
Edinburgh Royal Maternity and Simpson 
Memorial Hospital”, which I would commend 
to all interested in the hospital’s story. Although 
mainly concerned with the institution at 79 
Lauriston Place, which was to be vacated in 
March, 1939, he did refer to the earlier maternity 
institutions, and it is episodes in their story that 
I bring before you. 

During the 16th century, the serious study of 
midwifery by doctors had been initiated in 
Europe by men like Ambrose Paré and Résslin. 
They had shown that they did not think it 
beneath their dignity to attend women in 
labour, and from their observations and practical 
experience they began to give rational instruc- 
tion to the midwives on whose intuitive and 
untutored care parturient women had depended 
for centuries. 

This interest in midwifery by the medical 
profession was aroused and fostered in Britain 


* Presidential Address, 14th November, 1956. 1956 
celebrates the Two Hundredth Anniversary of the 
Provision of the First Maternity Beds in Edinburgh. 


during the following century (17th) when 
William Harvey (1578-1657), now known as 
“The Father of British Midwifery”, made the 
first original contribution to the subject in 
English—Exercitationes De Generatione Animal- 
ium with a chapter De Partu, published in 1651 
in Latin and in 1653 in English. 

During the early 18th century there developed 
a growing awareness of the need for instruction 
and regulation of those attending women in 
childbirth. This led, by the middle of the century, 
to the foundation of several, now famous, 
maternity hospitals throughout the Kingdom. 
In Edinburgh, in 1726, the Town Council 
appointed Mr. Joseph Gibson, chirurgeon in 
Edinburgh, to be “‘City Professor of Midwifery” 
for the proper education of midwives, who were 
not to practise henceforth without a certificate 
signed by a physician and a surgeon that they 
were acquainted with the “‘grounds and prin- 
ciples” of their art (Grant, 1884). In 1739, 
Gibson, probably the first person to be called a 
Professor of Midwifery, was followed by 
Robert Smith (1739-1756), who was appointed 
“Professor of Midwifery in the City’s College”. 
Unfortunately no authentic record of Smith's 
work or influence remains, but almost certainly 
he was the Mr. Smith mentioned by William 
Smellie (1878) in the third volume of his 
Treatise, case 434. There is described a labour 
of six days duration in “‘the least woman I ever 
saw, and prodigiously deformed”, terminated 
by Caesarean section on 29th June, 1737, by 
Mr. Smith, surgeon in Edinburgh. J. H. Young 
(1944) in his History of Caesarean Section refers 
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EARLY MATERNITY HOSPITALS IN EDINBURGH 


to this case as the first Caesarean section 
carried out in Great Britain. 

The next occupant of the Chair, from 1756- 
1780, was Thomas Young, M.D., who at the 
time of his appointment was Deacon of the 
Surgeons. (The present equivalent is President 
of the Royal College of Surgeons.) He was the 
first to give regular instruction to medical 
students as well as to midwives and the first to 
petition for facilities whereby clinical teaching 
could be given to his pupils. In the year of his 
appointment, 1756, he applied to the Managers 
of the Edinburgh Royal Infirmary for a 
maternity ward, and requested that students 
should have liberty to attend for instruction. 
It was agreed “that Dr. Young should fit up a 
ward at his own expense on the attic floor of the 
east wing of the hospital and be responsible for 
the repairs from time to time: for six months 
in the year he should have four maternity cases 
maintained in the Infirmary and, in addition 
to these, four other cases as he might think 
proper, for which he should pay at the rate of 
sixpence per day for each patient. The House 
would be responsible for all the charges con- 
nected with the maternity nurses in the ward— 
their board and lodging—but he would pay 
their salaries. It was further agreed that those 
students who formerly had a ticket for atten- 
dance at ihe hospital for two years, and students 
actually attending the hospital, should be 
allowed admission to the lying-in ward” 
(Turner, 1937). To provide still further oppor- 
tunities for practical instruction, the Professor 
gave notice that patients would be delivered at 
their homes free of expense, and, if necessary, 
would be supplied with proper medicines 
(Simpson, A. R., 1893). Within four years the 
maternity beds chargeable on the funds of the 
hospital were increased from four to six. Two 
years later, permission was given to the Professor 
to conduct a Summer Course, the ward being 
kept open for two months longer. This was in 
response to an urgent appeal by students who 
had not had an opportunity of receiving clinical 
instruction in midwifery, and who obviously 
envied the teaching given to their junior 
colleagues. 

In addition to this fundamental organization 
of obstetrical training for medical students and 
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midwives, Young, during his twenty-four years 
in the Chair, played a most important and 
successful role in overcoming a widespread 
prejudice against the necessity to instruct mid- 
wives. As his successor, Professor Alexander 
Hamilton, testified, “‘Such has been the public 
conviction on the subject, that in the present 
day there is scarcely a parish in Scotland the 
midwife of which has not been regularly taught”’ 
(Grant, 1884). 

Young’s only surviving writing is his gradu- 
ation thesis De Lacte, but manuscript notes of 
his lectures, dated 1771, are preserved in the 
library of the Royal College of Surgeons of 
Edinburgh. In the University Department of 
Obstetrics and Gynaecology hangs a certificate, 
dated llth June, 1768, signed by Thomas 
Young, M.D., Professor of Midwifery in the 
University of Edinburgh, which was granted to 
Margaret Reid, Midwife, who “attended three 
courses of my lectures upon the Theory and 
Practice of Midwifery and also the lying-in 
ward in the Royal Infirmary for the space of 
Peed months, by which means she had an 
opportunity of operating in all the different 
sorts of Births’’. 

After teaching for twenty-four years, Young 
asked for assistance in the Chair—thus in 1780, 
Alexander Hamilton was appointed Joint Pro- 
fessor with Young, and became his successor 
three years later. Hamilton continued in the 
Infirmary for another ten years, but, finding 
this arrangement inadequate for the training of 
students and nurses, in 1791 he published 
proposals for the establishment of a lying-in 
hospital. In 1793, Park House (or Ross House), 
in Park Place, situated near the site of the 
present University Union, was acquired, fitted 
up as a hospital and called The Edinburgh 
General Lying-in Hospital, with a Board of 
Directors under the chairmanship of Sir James 
Stirling, Bart., Lord Provost of Edinburgh. 
After thirty-eight years of service, the maternity 
ward in the Infirmary was closed. 

James Hamilton, Alexander’s son and sub- 
sequent successor in the Chair, known as 
Hamilton the Younger to distinguish him from 
a noted contemporary physician of the same 
name, published in 1795—fifteen months after 
the opening of the hospital—Select cases in 
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Midwifery extracted from the Records of the 
Edinburgh General Lying-in Hospital. As men- 
tioned in the preface, his object was twofold: 
“*first, the conviction that they contain a collec- 
tion of important facts relating to the practice 
of Midwifery ; and, secondly, the wish to procure 
such aid for the institution, from the record of 
which they are extracted, as shall render it of 
permanent utility to the community”’. Hamilton 
describes the hospital thus: “‘The building is 
totally unconnected with other houses, and is 
placed in such a situation as to command the 
most perfect circulation of air on all sides. And 
these local advantages can never be forfeited. 
It consists of two stories besides a sunk one. The 
first of these contains two large wards, a room 
for the meeting of the governors, a small 
laboratory, and a delivery room. One of the 
wards is appropriated to undelivered married 
women. When in labour the woman is carried 
into the delivery room, and after she is delivered, 
is conveyed in the bed on which she has lain 
during labour, into the ward allotted to lying-in 
women. In each ward there are seven beds. The 
second floor consists of six bed rooms, which 
according to the original plan were intended for 
unmarried women. But as the funds of the 
Hospital have hitherto been very scanty, while 
the applications of married women for admission 
have been more numerous than could be com- 
plied with, the Directors have been obliged to 
refuse admitting unmarried women unless under 
very particular circumstances of distress. And 
consequently, the principal use of these rooms 
is to lodge women whose situation is dangerous.” 

He goes on to say: “The diet of the patients is 
considerably better than what they are accus- 
tomed to in their own families.” ““This appeared 
to be necessary in order to prevent the bad 
effects which often follow delivery, where the 
woman has been debilitated by previous poor 
fare and hard work.” 

““Every patient on her dismission receives a 
small sum of money, that she may not feel any 
immediate distress from her change of situation. 
At the same time, the bedding on which she had 
lain is removed into a drying house fitted up for 
the purpose, and detached from the principal 
building; and there it remains for at least a fort- 
night before it is allocated to any other patient.” 
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From this description, and from the case 
records that fo/low, it is clear that the hospital 
was for poor women, that some cases were 
admitted before labour had started, that the 
importance of general nutrition was appreciated, 
that there were rules regarding the handling 
of bedding to meet hygienic demands and 
that a maternity benefit was provided. Only one 
maternal death occurred during these fifteen 
months, ‘“‘the cause of death was the inordinate 
use of spiritous liquors immediately after 
delivery, which were privately conveyed to the 
unfortunate woman by the person who had 
nearest interest in her recovery.” 

There is no record of the total number of cases 
dealt with by the hospital during that period, 
but the case histories describe some miraculous 
recoveries, including a case of complete rupture 
of the uterus in which the foetus was extracted 
from the abdominal cavity via the rent in the 
uterus (p. 138). Management of the premature 
infant was evidently at a low level as one note 
(p. 17) states: ‘‘The death of the child, although 
it had even sucked, shews the truth of the 
observation, that children weighing at birth 
under five pounds cannot live to maturity.” 

Alexander Hamilton was Professor till 1800 
and acted as ordinary physician to the hospital. 
The son, James Hamilton, assisted from the 
age of twenty-one. Some of the medical atten- 
tion was provided by “Annual Pupils”. Three 
are named in the preface of The Select Cases 
in Midwifery and stated to have had exclusive 
management of some of the cases, whereas in 
others they had acted as assistants. One came 
from Cornwall, one from Leicestershire and 
the third from Barbados—no local parochial 
school this! 

James Hamilton was Professor from 1800- 
1839 and was greatly assisted in the routine 
work of the hospital by James Moir, an ex-naval 
surgeon. While the latter had been a prisoner 
of war in France his wife had been permitted 
to join him—a feature of these apparently more 
chivalrous times. Their son, John Moir, born 
in 1808 in this French war prison, was after 
graduation appointed an Assistant Physician 
to the hospital and conducted the class of 
Midwifery during Hamilton’s last illness. He 
continued to attend the hospital after James 
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Young Simpson had been appointed to the 
Chair in 1840. Moir, who had a long connexion 
with the hospital, died in 1899 aged ninety-one. 

The Hamiltons were forceful personalities, 

with ability which gained for them international 
reputations. They not only gave much time and 
care to the management and practice of the 
Edinburgh General Lying-in Hospital, but 
supported it at their own expense. After the 
death of James Hamilton his trustees found it 
necessary to realize his estate and sold Park 
(or Ross) House in 1842. Thus began a series 
of migrations which continued throughout all 
but the first two years of James Young Simpson’s 
occupancy of the University Chair, the successive 
removals only being satisfactorily terminated in 
1879, when the hospital at 79 Lauriston Place 
was opened under the name of “The Royal 
Maternity and Simpson Memorial Hospital’. 
’ Writing early in 1842 to his brother Sandy, 
asking for a loan of £100, Simpson says “‘I have 
got another money matter to look after. Dr. 
Hamilton’s daughters last week sold the hospital, 
with all its furniture, beds, teacups, etc. I had 
put in £30 of furniture myself, which I was 
obliged to buy back on Thursday last from Mr. 
Brown, the purchaser, with all the other things 
to put into a new hospital. The hospital is 
necessary for the class. We are ordered to flit 
tomorrow and have not yet got a house. I 
expect to get the use of the Fever Hospital for a 
few weeks to put our poor patients in. I must 
exert myself for some months to come to get a 
new hospital set a-going. A stout heart to a 
stey brae’’ (Duns, 1873). 

I have not been able to ascertain exactly how 
the hospital immediately fared in this emergency, 
but in the First Annual Report of the Directors 
of the Edinburgh Maternity Hospital published 
in 1845, one reads “*. . . and until a building 
permanently adapted to the reception of patients 
should be obtained, Professor Simpson gener- 
ously, and at once, consigned to the service of 
the new Institution the Lying-in Hospital and 
Dispensary, which he had opened some time 
before and maintained at his private expense, 
presenting likewise the whole of its furnishings 
in permanent gift to the Charity. On 2nd 
March, 1844, this Hospital, situate in Nicolson 
Street, was opened, under the auspices of the 
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Directors; and it continued to receive patients 
till the 25th of May, when the establishment 
was removed to a more commodious house, 
which had been procured in St. John’s Street, 
Canongate.” I have been unable to locate with 
certainty the site of the Institution in Nicolson 
Street, but, in the City Records the Rent Roll 
and Assessment for Edinburgh Police 1840- 
1855 state that a Mr. James Simpson was 
occupier of a dwelling house on the first flat 
at No. 97 Nicolson Street from 1842-1844 at 
an annual rent of £10. In the years 1910-1911 
the stair was re-numbered 97a Nicolson Street 
and the house is still occupied today. 

The first Annual Report of the Directors 
indicates that the Edinburgh Maternity Hospital 
got off to a good start. With the Lord Provost 
as President and an imposing list of office- 
bearers, patrons and patronesses, the report 
states: “‘In all its departments and relations it 
has prospered. The pecuniary support conceded 
to it by the Public has been liberal; its officers 
have been zealous and efficient; the means of 
practical instruction it has afforded have been 
abundant; and, most important of all, the 
shelter, comfort and aid it has furnished to 
otherwise helpless objects whom it has relieved, 
have been all that could be desired . . .” “The 
Directors may be allowed to congratulate their 
fellow-citizens . . . that a great public deficiency 
in the appointments of our city is supplied, 
and that a Maternity Hospital, conducted on 
proper principles, is now fairly established and 
in promising operation.” 


TiTLe “‘ROYAL” 


In The Scotsman of Wednesday, 23rd Decem- 
ber, 1846, under the title “‘Royal Maternity 
Hospital”, there is a report of the Annual 
General Meeting of the Governors, held in 
the Council Chambers with the Lord Provost 
in the Chair. 

“The Secretary read the Annual Report of 
the Directors, which expressed their gratifi- 
cation at the announcement that Her Majesty 
had graciously consented to become Patroness 
of the Institution and that its name had con- 
sequently been changed.” 

I have failed to find any but the first of the 
Annual Reports of the Directors of the 
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Edinburgh Maternity Hospital. Of these earlier 
reports the fourth and thirty-seventh only are 
in the Surgeon-General’s Library, Washington, 
D.C. The circumstances of the acquisition of 
the title “Royal” should be recorded in the 
third Annual Report. 

Enquiries at the Register House reveal that 
in the record of Charities registered under the 
Royal Seal there is no mention of a Royal 
Maternity Hospital. There is, therefore, no 
Royal Charter such as the Royal Infirmary 

As there was no Secretary of State 
for Scotland when the title was granted, search 
has been made in the Home Office and the 
Public Records Office in London as well as 
the Buckingham Palace archives under the 
aegis of the Scottish Home Department, but 
the relevant papers have not come to light. It 
is expected, however, that the title was granted 
either on the recommendation of the Home 
Secrviary, or as a result of an application made 
direct to the Queen. In modern times the 
privilege is granted only on the recommendation 
of the Secretary of State, but in earlier years the 
Sovereign occasionally entertained direct appli- 
cations. 

There is no doubt about the title being 
genuine, for it is confirmed in a letter from the 
Secretary of State to the Secretary and Treasurer 
of the Hospital, dated 6th August, 1901. 


2 St. Jonn’s Street, 1844-1846 

Considerable interest attaches to this hospital 
in 2 St. John’s Street, for on Wednesday, 12th 
July, 1848, the President of the Edinburgh 
Obstetrical Society, Professor James Young 
Simpson (1848a), presented a “Report of the 
Edinburgh Royal Maternity Hospital, St. John’s 
Street’. It begins: ““‘The Edinburgh Maternity 
Hospital was opened in St. John’s Street in 
May, 1844 and continued in this locality till 
May, 1846, when the Charity was removed to 
its present premises in Milton House, Canon- 
gate. The following Report comprehends an 
analysis of the obstetric practice of the Institu- 
tion during the two years in which it was located 
in St. John’s Street . . . and I trust that the 
continuation of the Reports of the Institution 
will, betimes, be drawn up and communicated 
to the Society by some of the younger and 
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more active medical officers attached to the 
hospital.”’ (Simpson, born in 1811, had reached 
the great age of thirty-seven years!) A list of 
the Medical Staff of the hospital is given. It 
includes Dr. Beilby, the first President of the 
Edinburgh Obstetrical Society, which was 
founded in the winter of 1839. 

Then follow the statistical details of the 374 
women who had been delivered in the hospital 
and the 1,101 women who had been attended 
in their own homes. These deliveries included 
58 cases of miscarriage. There were 11 maternal 
deaths (0-7 per cent), 7 in hospital deliveries 
(1-8 per cent) and 4 in district deliveries (0-39 
per cent). The causes of death were: 


Puerperal fever 7 
Puerperal convulsions 2 
Cancer of the uterus l 
Chest disease 1 


There were 101 stillbirths in 1,436 viable children 
born (7-4 per cent). 

There were 13 cases of artificial delivery, of 
which 3 were by forceps, 6 by turning and | 
each, traction of presenting feet, bringing down 
a foot in a breech presentation, use of the 
crochet and induction of premature labour. 
The writer finally adds: “‘the convalescence of 
the hospital patients was often interrupted by 
febrile and inflammatory attacks.” 

Then follows a description of the hospital 
(which Simpson locates at 3 St. John’s Street 
although the Post Office Directory of the time 
as well as other references throughout the years 
give the number as 2). “‘The house . . . used 
as a hospital was, in addition to a sunk kitchen 
flat, three storeys in height, with two rooms in 
the first and second flats and three in the third: 
and it was much too small for the accommoda- 
tion of the patients and of the resident house 
surgeons, matron, etc. The rooms themselves 
were low-roofed and very imperfectly ventilated. 
Various plans were attempted to improve the 
ventilation, but not with much success. When 
the hospital became in any degree overcrowded, 
fevers (or weeds) with more or less abdominal 
tenderness, appeared among the patients; and 
frequently the supervention of such attacks 
during convalescence became so common, as 
to constitute the rule rather than the exception 
to it.” 
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Simpson finishes with a dissertation on one 
of his favourite themes—hospital construction 
—and a plea for a change from.. . . “‘crowded 
palaces with a layer of sick in each flat, into 
villages or cottages with one, or at the most 
two patients in each room” by which “‘a great 
saving of human life would be effected”’. 

Simpson’s recommendation, given with this, 
the first full clinical report of the work of the 
Maternity Hospital, does not seem to have been 
followed up, for the next clinical report—a 
quarterly report—began with the opening of the 
Royal Maternity and Simpson Memorial Hos- 
pital in 1879. Dr. Keiller (1879) in presenting 
this first quarterly report to the Obstetrical 
Society said: ‘“We have been induced to present 
a report—in order to inaugurate a practice 
which it will be well to continue for the future.” 
He had “good reason to regret that proper 
records of what would now have been considered 
of unquestionable value, were not preserved” 
in the previous institutions. The practice of 
presenting a quarterly report lapsed, however, 
after 31st January, 1895 and not till 1924 was 
publication of the hospital’s clinical work 
revived in the yearly reports with which we are 
now familiar. 

Before leaving St. John’s Street let me mention 
another point of interest to obstetricians. 
Almost adjacent to the old Maternity Hospital, 
over the pend going from St. John’s Street to 
the Canongate, a plaque announces that 
“Tobias George Smollett (1721-1771) stayed 
here at the house of his sister, Mrs. Telfer, 
in the summer of 1766.”" Tobias Smollett, the 
novelist, was an M.D. of Marischal College, 
Aberdeen University, and became the pupil 
and close friend of William Smellie. It is almost 
certain that he revised for publication the three 
volumes of Smellie’s Treatise of Midwifery. 


MILTON House, 1846-1852 

But to continue our story, from 1846 to 1852 
the Maternity Hospital was housed in Milton 
House in the Canongate. This house no longer 
exists; it stood to the east of the Canongate 
entrance to Moray House, near where Milton 
House School now stands. I have failed to find 
a picture of the house but a plan of it can be 
seen in the Central Library in George IV Bridge. 
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Here, however, is a description of Milton House 
and of an interesting former occupant: 

“‘A handsome large mansion, built in the 
somewhat heavy style which was in use during 
the 18th century, derived its name from Andrew 
Fletcher of Milton, Lord Justice Clerk of 
Scotland from 1726 to 1766. He was much 
esteemed for the mild and forbearing manner 
with which he exercised his authority as Lord 
Justice Clerk after the Rebellion of 1745. He 
sternly discouraged all informers; and many 
communications, which he suspected to have 
been sent by over-officious and malignant 
persons, were found in his repositories after 
his death, unopened”’ (Wilson, 1872). 

From Milton House in October, 1848, came 
an account of the results of anaesthesia in the 
practice of the hospital, drawn up by Dr. J. M. 
Duncan and Mr. Norris, resident house surgeons 
in the Institution and presented by Professor 
James Young Simpson (1848b). It is probably 
the first report from any Maternity Hospital 
of a series of cases where chloroform had been 
used. They state: “Since the use of anaesthesia 
in labour became general in the Maternity 
Hospital, shortly after the discovery of chloro- 
form, 95 women in all have been delivered in 
this house under its influence. On the whole, 
the results of anaesthetic midwifery, as observed 
by us in the Hospital, have been perfectly 
satisfactory.” . . . “The women have been 
invariably found deeply grateful for the relief 
to their sufferings afforded by the anaesthetic 
influence of chloroform.” 


Minto House, 1852-1856 

The Maternity Hospital removed in 1852 to 
Minto House, where it was located for four 
years. 

Minto House, at one time the town home of 
the Elliots of Minto, was a _ three-storeyed 
building of fifteen rooms surrounded by a 
garden. It was situated to the north of Argyle 
Square and overlooked the Cowgate. This 
square, with Adam Square to the east of it 
and Brown Square to the west, disappeared 
during the construction and development of 
Chambers Street, which was begun in 1871 
under a City Improvements Act. In 1829, when 
James Syme failed to be appointed to the 
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surgical staff of the Royal Infirmary, he opened 
a surgical hospital in this old mansion of Minto 
House. Its international reputation and local 
popularity came to rival that of the Royal 
Infirmary, and it has been immortalized by 
Dr. John Brown in Rab and his Friends. On 
Syme’s appointment to the Chair of Clinical 
Surgery in 1833, the need for Minto House as a 
surgical hospital ceased, and it became a maison 
de santé and dispensary, and for the next 
fifteen years was a useful medical charity. 

I have been unable to trace any records or 
reports of the obstetrical work in Minto House. 
After playing its role as the Maternity Hospital 
it was used by the extramural medical school. 
On its demolition, this function was transferred 
to the present Minto House in Chambers 
Street. The University later acquired this new 
Minto House and today it houses various 


language departments. 


CHAPEL House, 1856-1872 


Chapel House, standing back from the east 
side of Chapel Street at its junction with Potter 
Row, was the Maternity Hospital from 1856 to 
1872. It is now the office of an engineering firm, 
to whose Managing Director, Archibald Curr, 
Esq., I am grateful for perusal of private notes 
on the history of the house. These were pre- 
pared in 1928 for the previous occupiers, 
Messrs. Miller & Richards, Typefounders, by 
Charles B. Boog Watson. 

Built in 1755, and in turn a dwelling house 
and then a linen factory, in 1840 it became the 
property of Andrew Melrose, founder of the 
world-famous firm of Melrose & Co., Tea and 
Coffee Merchants. He seems to have occupied 
it as a dwelling house for himself, his family 
and thirty apprentices, for it was the custom in 
those days for the junior staff of a firm to board 
with their employer. In May, 1856, the Executory 
Trustees of Andrew Melrose disposed of the 
property to the Trustees of the Edinburgh Royal 
Maternity and Lying-in Hospital. It appears 
that in order to raise funds for the purchase of 
the house, these trustees borrowed £1,000 from 
Professor James Y. Simpson at 5 per cent per 
annum, on the security of the property, over 
which they granted him a bond. After the death 
of Sir James Y. Simpson on 8th May, 1870, 
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his executory trustees seem to have called up the 
bond and the trustees of the hospital, being 
unable to make payment otherwise, exposed the 
property for sale by public roup on 31st January, 
1873. John Miller Richard, typefounder, 
secured the property, the price being consider- 
ably above what was required to pay off the 
bond, which was duly discharged. 

It is a house of three storeys with an attic 
and a basement. The cornice is adorned with 
six large handsome stone urns. Ventilation 
openings in the ceilings of the rooms led to 
wooden shafts passing through the centre of 
the rooms above to the roof. Much alteration 
of the building has taken place, including 
removal of the original staircase as well as a 
broad flight of steps leading up to the front 
door from the forecourt, which formerly was 
at a lower level than today. 

The beds evidently varied from twenty-six 
to thirty-six in number and some 250 in-patients 
and 350 out-patients were treated annually. 

Among other case reports from the hospital, 
Dr. David Murray (1863), a house surgeon, 
gives a report on twenty-five cases of successful 
vaccination of the newborn. The use of iron 
wire to close the abdomen and the uterine 
incision in Caesarean section is mentioned by 
Simpson (1866). 

Reports in the contemporary medical periodi- 
cals and the daily press indicate that in the late 
sixties the hospital fell on difficult times. This 
was largely due to a withdrawal of the public 
interest and therefore the essential financial 
support with which the Charity had been 
favoured at its inception in 1844, and partly to 
mismanagement, engendered no doubt by lack 
of essential funds and resulting discouragement. 
The death rate in maternity hospitals, mostly 
due to sepsis, was higher than in private or 
domiciliary practice and because of this these 
institutions generally tended to be under a 
cloud, and in many quarters the desirability of 
their continuance was questioned. 

In 1869, at a meeting of the Edinburgh 
Obstetrical Society, Sir James Y. Simpson 
(1870) read a paper on “‘The construction and 
salubrity of maternity hospitals”. Dr. Keiller, 
one of the physicians to the Edinburgh Maternity 
Hospital, moved, and it was unanimously agreed, 
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EARLY MATERNITY HOSPITALS IN EDINBURGH 


“that a new Maternity Hospital is necessary for 
the credit of the Medical School and of the City 
and that the hospital should be included under 
the care and direction of the Managers of the 
Royal Infirmary”. In the same year at the 
Annual Meeting of the Directors in the Council 
Chambers, the Lord Provost, from the Chair, 
stated that the income was altogether inadequate 
for the requirements of the hospital and ex- 
pressed the hope that a portion of the New 
Infirmary then envisaged would be devoted to 
the purposes of the Maternity Hospital 
(Edinburgh Royal Maternity Hospital, 1869). 
But the Managers of the Royal Infirmary 
could not see their way to increase their already 
heavy burden of responsibility. 


In spite of these expressions of opinion the 
hospital was left to struggle on in low water 
and on 14th June, 1871, Charles Bell (1869-71), 
one of the physicians to the Institution, gave 
the following description of it to the Edinburgh 
Obstetrical Society: “It would be difficult to 
imagine any public institution more disgusting 
and thoroughly mismanaged than the Royal 
Maternity was when I joined it.”” (He was 
appointed to the staff in 1867 at the age of 
sixty-three years.) ““The wards were filthy in 
the extreme, the beds were not fit for human 
beings to occupy, the food of the patients was 
so bad and ill cooked that they frequently could 
not eat it. It was not remarkable, therefore, 
that the mortality should have been com- 
paratively high. Fortunately for the sake of 
Edinburgh and humanity, an active and 
judicious house committee was appointed and 
soon established some admirable regulations” 
which were followed by the “improved con- 
dition of the patients and a remarkable diminu- 
tion in the mortality, both among the mothers 
and the children. The maternal deaths dimin- 
ished from 1-66 to 1-233, while the deaths 
among the children fell from 1-5-75 to 1-24. 
These beneficial results were in great measure 
to be accounted for by the marked attention 
paid to the personal cleanliness of the patients, 
who were bathed with a solution of Condy’s 
Fluid twice daily after their confinement, and 
to the number being limited according to the 
size of the wards, which were regularly purified 
and well ventilated, and to the mothers being 
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induced to suckle their children as long as they 
remained in hospital.” 


GEORGE WATSON’S 1872-1874 

The hospital carried on in Chapel House for 
more than two years after the death of Sir 
James Young Simpson in May, 1870. Then, at 
the Annual Meeting of the hospital subscribers 
in 1873, the Directors announced that they were 
disposing of Chapel House because of its 
unsuitability and that the managers of the 
Royal Infirmary had, in October, 1872, granted 
temporary use of the east wing of the newly- 
acquired George Watson’s Hospital because 
they were not yet ready to begin building the 
New Infirmary on that site. The Maternity 
Hospital was therefore housed for two years in 
the Resident’s Quarters of the present Infirmary. 
Other portions of that old boarding school for 
boys still stand and house the Nurses’ dining 
room, the Chapel and the Lady Superintendent’s 
quarters. 


18 St. JOHN’s STREET, 1874-1879 

By 1874, the Managers of the Infirmary were 
ready to commence the building of their new 
hospital and the Royal Maternity Hospital was 
again moved, this time back to St. John’s Street 
to No. 18 at an annual rent of £35. During the 
next five years the hospital carried on in its 
cramped quarters, but a tribute is paid (Edin- 
burgh Royal Maternity Hospital, 1874a) to the 
good work it did in relieving the poor, instruct- 
ing the students and educating a body of 
thoroughly competent nurses. The Valuation 
Roll survey books (1855-1957) of the City 
Records show that what was formerly a house 
occupied by the Edinburgh Royal Maternity 
Hospital at No. 18 was some years later re- 
numbered No. 19 and is now the ground floor 
and basement which forms part of the offices 
of John Aitchison and Co., Ltd. at No. 19. 

But better days were ahead. To commemorate 
Sir James Y. Simpson a memorial fund had 
been started, and on Ist December, 1874, at a 
public meeting, the Committee of Subscribers 
to the Memorial Fund agreed to hand- over 
£2,500 in furtherance of the object of establish- 
ing a Maternity Hospital (Edinburgh Royal 
Maternity Hospital, 1874b). Thereafter every 
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effort was concentrated on the planning and 
building of the Royal Maternity and Simpson 
Memorial Hospital at 79 Lauriston Place, 
which was opened in May, 1879. It was the 
first building in Edinburgh to be planned as a 
maternity hospital and was evidence of a public 
awareness of the profound importance of 
obstetrics to the nation as well as to the individ- 
ual—an appreciation which has ever since 
grown and matured. 


The unsettled and eventually chequered 
career of the Edinburgh Royal Maternity 
Hospital during Simpson’s occupancy of the 
Chair reflects the growth of the public’s distrust 
of hospitals in general and of maternity hospitals 
in particular, because of the high incidence of 
sepsis. This occurred in spite of Simpson’s ever- 
increasing local and international reputation 
and his own and his colleagues’ personal faith 
in and support of the institution. The story of 
our hospital shows how acute became the 
question “To be or not to be’ as James 
Matthews Dunéan, then a physician to the 
hospital, put it in his Mortality of Childbed and 
Maternity Hospitals, which he published in 
Edinburgh in 1870. This treatise was a reasoned 
assessment of “the invaluable institutions he 
found misrepresented in a manner which he 
considered most unfair, and which he knew to 
be injurious”—(preface)—“They have been, 
and continue to be, the nursing mothers of the 
science and art of medicine in all its branches. 
Without them, little hope of progress can be 
entertained for the future. Meantime, it is 
impossible to conceive the carrying on of sound 
medical education without them;” (p. 111). 
Obstetricians throughout the country wanted 
their lying-in hospitals improved, not destroyed ; 
they lamented the prevalence of puerperal fever 
in them and wished for “new and additional 
means” to prevent it (p. 110). And yet when 
Matthews Duncan wrote this, the first secrets 
to provide “‘the new and additional means” had 
already been uncovered by Pasteur and Lister, 
for it was in 1867 that Lister published his first 
results in The Lancet “On a new method of 
Treating Compound Fractures”. But time was 
required for that invariable opposition to a new 
truth to be overcome, and for the practical 
application of the discovery to maternity 
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problems to be worked out. That story and its 
sequel, Chemotherapy and the Antibiotics, has 
virtually eliminated the scourge of sepsis from 
all hospitals. 

Let us then on this two hundredth anniversary 
do honour to Thomas Young, who was primarily 
responsible in Edinburgh for the provision of 
hospital beds for maternity cases. Let us honour 
also our former colleagues and their lay 
supporters, who followed Young, and who 
persevered so valiantly, often in spite of diffi- 
culties amounting at times almost to over- 
whelming discouragement, to maintain an 
Institution in order that facilities for study, 
teaching and the care of needy patients might 
be retained against the day when “new and 
additional means” did become available. 


I wish to acknowledge much valuable assis- 
tance from: Sir John Storrar, Town Clerk, 
Edinburgh; William Marr, Esq., City Assessor, 
Edinburgh; A. B. Hume, Esq., Scottish Home 
Department, St. Andrew’s House, Edinburgh; 
Miss M. P. Russell, M.A., Librarian in Charge, 
University Medical Library, Birmingham; Miss 
Brown, Librarian, Royal College of Surgeons, 
Edinburgh; Miss Balfour, The Edinburgh 
Room, Central Public Library, Edinburgh; and 
to Mr. James Shearsby and Mr. Gordon Finney 
who took the photographs. 


REFERENCES 


Bell, C. (1869-1871): Trans. Edinb. obstet. Soc., 2, 389. 

Duncan, J. M. (1870): Mortality of childbed and maternity 
hospitals. Black, Edinburgh. pp. VIII, 110, 111. 

Duns, J. (1873): Memoirs of Sir James Y. Simpson, 
Bart. Edmonton and Johnston, Edinburgh. p. 142. 

Edinburgh Maternity Hospital (1845): First annual 
report of the directors. H. Armour, Edinburgh. 
(Edinburgh University Library.) Pamphlet 110. 

Edinburgh Medical Journal—Medical, Educational and 
Examination Numbers. (1860) 6, 355; (1863) 9, 
353; (1864) 10, 355. 

Edinburgh Royal Maternity Hospital—Correspondents’ 

of annual meetings. (1869) Brit. med. J., 
1, 399; (1874a) Brit. med. J., 2, 754; (1874b) Brit. 
med. J., 2, 718. 

Grant, A. (1884): The story of the University of 
Edinburgh. Vol. Il, pp. 414, 416. Longmans, Green 
& Co., London. 

Hamilton, J. (1795): Select cases in midwifery extracted 
from the records of the Edinburgh General Lying-In 
Hospital, Edinburgh. (Royal College of Physicians’ 
Library, Edinburgh.) 


| | EARLY 
Lister, 
Miller, 
Murray 
Simpso 
Simpso 
Simpso 
Simpso 
Simpso 


EARLY MATERNITY HOSPITALS IN EDINBURGH 


Keiller, A. (1879): Edinb. med. J., 25, 323. 

Lister, J. (1867): Lancet, 1, 326, 357, 387, 507; 2, 95. 
Miller, D. A. (1938): Trans. Edinb. obstet. Soc., 58, 1. 
Murray, D. (1863): Edinb. med. J., 9, 91. 

Simpson, A. R. (1893): Edinb. Hosp. Rep., 1, 93. 
Simpson, J. Y. (1848a): Mon. J. med. Sci., 9, 329. 
Simpson, J. Y. (1848b): Mon. J. med. Sci., 9, 225. 
Simpson, J. Y. (1866): Edinb. med. J., 11, 866. 


Simpson, J. Y. (1870): Trans. Edinb. obstet. Soc., 1, 58. 


131 


Smellie, W. (1878): Treatise on the theory and practice of 
midwifery. (Edited by A. H. McLintock.) Vol. II, 
p. 232. New Sydenham Society, London. 

Turner, L. (1937): Story of a great hospital—the Royal 
Infirmary of Edinburgh, 1729-1929. Oliver and 
Boyd, Edinburgh. p. 99. 

Wilson, D. (1872): Memorials of Edinburgh in olden 
times. Simpkins and Marshall, London. p. 297. 
Young, J. H. (1944): History of Caesarean section. 

Lewis, London. p. 36. 


11a 


Y 
ts 
iS 
n 
y 
f 
r 
y 
> 
2 4 
rf 


@bituary 


CLIFFORD WHITE 


M.D., F.R.C.P., F.R.C.S., F.R.C.0.G. 


CLIFFORD WHITE was born in 1881, the second 
son of the late C. S. White of Hampstead. He 
was educated at University College and Univer- 
sity College Hospital Medical School, qualifying 
in 1904 with the Conjoint Diploma and the 
London M.B., B.S. degrees. In 1907 he took 
the Diploma of M.R.C.P. and was raised to the 
Fellowship in 1924. He passed the Examination 
for the English F.R.C.S. in 1909 and after 
House appointments became Obstetric Registrar 
and Tutor at University College Hospital from 
1910 to 1912. In 1911 he married Elaine, the 
daughter of F. W. Mawe of Charterstowers, 
Queensland. 

In 1912 he was appointed Surgeon to the 
Staff of Queen Charlotte’s Hospital and to the 
Staff of the Samaritan Hospital for Women. He 
retired from active duties at Queen Charlotte’s 
in 1923 but remained on the Samaritan staff 
until 1946 when he was appointed to the 
Consulting Staff. He was elected to the staff of 
University College Hospital on the retirement 
of Sir George Blacker in 1925 and continued to 
serve that Hospital as a member of the active 
staff until his retirement. Clifford White also 
held Hospital appointments at the Metropolitan 
Hospital and St. Mary’s Hospital, Plaistow, and 
was Examiner to numerous Universities, both 
at home and abroad and to the Royal Naval 
Colleges of Physicians and Surgeons. He was a 
very active member of the Obstetric Section of 
the Royal Society of Medicine, having been a 
member of the Council, on and off, most years, 
since 1912. He was secretary to the Obstetric 
Section 1923-25 and its President in 1936-37. 

But it is when one begins to think of the more 
personal life of Clifford White that one gets a 


truer picture of the ability and character of a 
really great man. For instance, in the 1914-18 
war he was attached to the Belgian Army and 
doubtless as the result of the influence of Wilfred 
Trotter he dealt with many head injuries and 
became a most competent cerebral surgeon. And 
again, during the 1939-45 war he and a medical 
colleague, who is now still active at U.C.H., 
lived in the hospital premises during practically 
the whole of the war, kept the hospital and its 
students’ activities running, was a most admir- 
able example to the students and a great tonic 
to the morale of the whole institution. But again, 
his versatility was apparent and he often had to 
turn his hand to surgery that was not strictly 
gynaecological. Stories are told of how he was 
once seen doing an operation for hydrocele in 
one of his own labour wards! 

In his earlier days as a Consultant 
Obstetrician and Gynaecologist he was inter- 
ested, at Queen Charlotte’s, in abnormal 
uterine action and it was his researches in this 
subject that clarified the difference between 
Contraction and Retraction ring of the uterus. 
At the Samaritan Hospital he came under the 
influence of Cuthbert Lockyer whose technique 
he so greatly admired and it was the influence of 
this splendid surgeon that made him change 
from the leisurely operating style of his old 
teachers at U.C.H. to the more rapid style of 
operating which he trained himself to use so 
well, particularly in the abdomen. There was no 
better operator for a case of the frozen pelvis 
sometimes found in endometriosis or pelvic 
tuberculosis. He was deeply interested in this 
latter subject, published works upon it and was 
always ready to tackle difficult operations. This 
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was in the days before streptomycin and P.A.S. 
and it therefore happened that quite often 
heroic surgery, in which he was really expert, was 
frequently called for. His other great obstetric 
interest was his contention that decapsulation 
of the kidney, in cases of severe eclampsia 
or of concealed accidental haemorrhage, was a 
valuable therapy. Modern obstetricians generally 
disagree with this view but who knows who will 
eventually be proved right? It may be that renal 
ischaemia can be benefited by the treatment 
that Clifford White used to advocate. 

The next phase in the life of Clifford White 
was after his return to U.C.H. in 1925 when he 
was so valuable in his advice and assistance in 
the establishment of the Obstetric Unit in 1926. 
There too his tremendous teaching ability was 
greatly appreciated and his dogmatic presenta- 
tion of a subject deeply impressed the students. 
These students were also susceptible to his 
slightly original ideas of dress and some of his 
typical postures when teaching, such as both 
hands gripping the lapels of his coat and laying 
down the law in no uncertain terms. But though 
dogmatic and often obstinate Clifford White was 
always considerate, polite and kind to colleagues, 
students and nurses. Many of the nurses will tell 
of his unostentatious assistance for impoverished 
patients. Scores of students have shown appreci- 
ation of his hospitality, notably in the form of 
parties at his own home, and other gatherings 
for tennis, swimming and dancing, at all of 
which activities he was a skilled performer. The 
recognition of his character and ability by his 
colleagues is shown by his election to the 
Fellowship of University College. 
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In addition to all his hospital work Clifford 
White had a splendid private practice, particu- 
larly in the years between the Wars. Despite his 
busy life he managed to find time for the 
writing of many articles to the journals and 
several major contributions, such as work in 
connexion with the joint authorship and 
editorship of Midwifery and Diseases of Women 
in 1948 and later years. Another interesting 
writing of his was that on Malignant Diseases 
of the Vulva in Lowrie’s Text Book of 
Gynaecology, 1953. 

Since his retirement from the active staff of 
U.C.H. he continued his extremely valuable 
help to the Old Students’ Association and 
particularly to the Councils thereof. Many 
of the Presidents of that Association returning 
to U.C.H. after years in other places will feel 
gratitude for the advice and help that he has so 
unstintingly given. And the Old Students’ 
Association showed their appreciation by 
making him their President a few years ago. 

His last illness came as a surprise to many of 
his friends who knew that radiological investi- 
gations, etc., had revealed nothing. But Clifford 
White was in pain: and it was only when one 
of his colleagues felt an abdominal tumour that 
the truth became apparent. He survived a very 
extensive surgical procedure which we are glad 
to report relieved his pain. But his survival 
mercifully lasted only for a few days. He leaves 
a widow, a son and a daughter, to whom all 
the thousands of students and colleagues and 
friends who had some insight into the greatness 
and charm of Clifford White now extend their 
very sincere sympathy. 

LesLie WILLIAMS. 
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REPORTS OF SOCIETIES 


NORTH OF ENGLAND OBSTETRICAL AND 
GYNAECOLOGICAL SOCIETY 


JUNE 1957 


A meeting of the North of England Obstetrical and 
Gynaecological Society was held at Newcastle on 7th 
June, 1957. The President, Mr. F. Stabler, was in the 
Chair. 

Mr. F. Stabler recorded a case of 


LONG STANDING VAGINAL ATRESIA WITH TUBERCULOSIS 


The patient was a single woman, 63 years of age, who 
was admitted on account of retention of urine, and was 
found to have a big cystic tumour impacted in the pelvis. 
She gave a history of a laparotomy 54 years before, 
though she thought nothing had been removed. At the 
age of 19 she consulted the late Professor Ranken Lyle 
because of primary amenorrhoea, and for the rest of 
her life she never menstruated. All she could remember 
of this consultation was the advice that she must never 
nw and this disappointment had coloured her whole 
life. 

When seen by Mr. Stabler there was found to be a 
rounded cystic mass rising from the pelvis to the size 
of a 20-weeks pregnancy, and slightly to the left side of 
the apex of this swelling was a more firm projection the 
size of a billiard ball. Vulval examination showed normal 
structures including a hymen, but there was no vaginal 
opening, and rectally the cystic swelling filled the pelvis 
and came lower than one would expect an ovarian cyst. 
An intravenous pyelogram showed normal urinary 


Passages. 

On opening the abdomen the diagnosis of hydrometra 
and hydrocolpos was confirmed. The distended uterus 
was perched on top of the ballooned vagina, the ovaries 
were senile and in the right tube there was a small 
calcified nodule. Separation of the bladder proved easy, 
but rectal adhesions were encountered. As it was difficult 
to follow the ureters, the distended vagina was opened, 
and yellow grumous pus evacuated, but finally the 
dissection of the vagina was completed, and the specimen 
consisting of the distended corpus uteri, the distended 
cervix and the vagina removed. Direct smears of the pus 
showed plentiful tubercle bacilli, and in sections of the 
wall of both uterus and vagina tuberculous granulations 
were found. 

Most probably a congenital atresia of the lower 
vagina existed and 54 years before the patient developed 
a tuberculous peritonitis and endometritis. This must be 
a rare set of circumstances, but in 1922 the late Professor 
Daniel Dougal reported to the Society a case of ““Hydro- 
metra Associated with Absence of the Vagina and 


Genital Tuberculosis”. The findings in these two cases 
were almost identical. 


Discussion 

Mr. L. Snaith commented on the infrequency of 
tuberculous endometritis as the cause of amenorrhoea. 

Mr. J. M. King asked if Mr. Stabler had contemplated 
draining the cyst from below. 

In answer Mr. Stabler said that at 63 the vaginal 
approach had seemed unwise. 


Mr. Linton Snaith reported a case of 


ACTIVATION OF AN ENDOMETRIOMA BY A GRANULOSA 
CELL TUMOUR 


The title of this paper may be open to criticism for the 
continued existence of the endometriosis at a later stage 
in the patient’s career was not finally proved histo- 
logically. The patient, at the age of 31 years, was seen 
first by Dr. Josephine Davidson in December, 1949 in 
Carlisle. A laparotomy confirmed the diagnosis of pelvic 
endometriosis: bilateral chocolate cysts of the ovary 
with scattered areas of endometriosis on the bowel, 
bladder and pelvic peritoneum were found. Partial 
bilateral odphorectomy was carried out with some 
difficulty because of adhesions. 

In June, 1950 the patient returned with severe back- 
ache, and nodules along the uterosacral ligaments were 
felt. In view of the previous operative difficulty deep 
X-ray treatment was given. She attended again in 
December, 1951 with a recurrence of her symptoms, 
and the return of menstruation after 12-months amenor- 
rhoea. Widespread endometriosis was found, and a right 
odphorectomy and presacral neurectomy was performed. 

The patient attended Mr. Snaith for the first time in 
March, 1954. She had been taking Hexoestrol and now 
had periodic pain, backache had been present for 18 
years, lower abdominal pain for 7 years, and recently she 
had noticed a brown discharge. The menarche had 
occurred at the very early age of 9 years, and she had 
two children 18 and 16 years old. A tender cystic swelling 
was felt to the left of the uterus which was erect and 
fixed, but the right fornix felt clear. 

An operation was performed 6 months later in October 
1954 when a thin walled cyst containing serous fluid was 
found in the left ovary. There were dense adhesions 
between the uterus and rectum. Pelvic clearance was 
achieved without undue difficulty. The post-operative 
course was remarkably straightforward, and 2 months 
later her only complaint was of flushes. Later she was 
much distressed by complete loss of libido and ill- 
defined discomfort in the region of the ischiorectal 
fossae. 
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Slides made from ovarian tissue removed at the first 
and second laparotomies by Dr. Davidson show un- 
doubted endometriosis. Section of a solid area found 
in the ovarian cyst removed by Mr. Snaith shows the 
typical appearance of a granulosa cell tumour, and a 4th 
slide shows cystic hyperplasia of the endometrium. 

It is a matter of conjecture when the granulosa cell 
tumour appeared, but probably it developed when the 
endometriosis was first diagnosed in December 1949, or 
at some later time before the second laparotomy when 
the widespread adhesions prevented its detection. The 
tumour, however, was not rapidly growing, and, in the 
6 months Mr. Snaith kept the patient under observation 
before operation, it had not altered in size. There is also 
the interesting speculation why she had such an early 
menarche. Is it possible for a granulosa cell tumour to 
remain relatively unchanged all that time? 


Discussion 

The President thought the case interesting from several 
points. Firstly, he was always chary of an X-ray castration 
for endometriosis. If the periods are stopped the pain is 
usually worse. Secondly, cases of long-standing granulosa 
cell tumour have been reported. 

Dr. G. W. Blomfield asked how the initial activity of a 
tumour could be detected. He had treated a number of 
cases of endometriosis by irradiation with benefit to the 
patient and cessation of the pain. It was of particular 
value when the rectovaginal septum was invaded. 

Mr. T. F. Redman reported good results following 
irradiation in cases of extensive endometriosis. 

Mr. J. K. Russell pointed out that the diagnosis was 
not always certain before laparotomy, and that if a 
laparotomy was done after irradiation the difficulties 
were increased. 

Mr. Snaith in reply stressed the difficulty in diagnosis. 
He had seen a woman in whom the diagnosis of endo- 
metriosis was made. She refused operation and was 
treated with X-ray, but was later found to have a bowel 
carcinoma. In about one-third of cases the diagnosis was 
wrong. 


Mr. C. Rutherford Morison read a paper on 


WILLIAM SMELLIE’s CONTRIBUTION TO THE MODERN 
Concert OF Deep TRANSVERSE ARREST 


William Smellie (1697-1763), so aptly named “The 
Master of British Midwifery” by Professor Herbert 
Spencer, and so entitled by Professor R. W. Johnstone 
(1952) in his recent book, has, throughout his writings, 
made numerous references to the condition we now call 
deep transverse arrest. 

Smellie needs no introduction to any medical gathering, 
far less an obstetrical society. Full details of his life and 
work are available in Professor Johnstone’s book, in 
the most recent reprint of his volumes edited and 
annotated by McClintock (1876-1878) and also in 
Glaister’s Life (1894). 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


However, for those who know of him by name, rather 
than by study of his works, it should be known that he 
published three volumes, A Treatise of the Theory and 
Practice of Midwifery and A Set(t) of Anatomical Tables. 
Volume 1 of the treatise is equivalent to our modern 
textbook, and Volumes 2 and 3 consist of case histories 
illustrative of this textbook. He spent practically the 
whole of his 40 years of professional life doing obstetrics, 
“taking notes of all remarkable cases that occurred”. 
Volume 1 was not published until he had been in practice 
for 32 years (1752) and took 6 years to prepare, and 
Volume 3 was not published until after his death in 
1764. In the preface he hopes that the reader will not 
think “this Treatise is cooked up in a hurry”—a sentiment 
which I think will be accepted. That the Treatise was a 
success is shown by the fact that within a short time of 
publication at least eight further editions were published 
in London, as well as editions in Dublin, Edinburgh and 
Philadelphia. Soon after its first appearance it was also 
translated into French, German and Dutch. The most 
recent publication of the Treatise was in 1876-1878, 
edited and annotated by Alfred H. McClintock, and 
although this edition has done much to keep alive his 
works up to the present, and they or other editions are 
available in most large medical libraries, it is now difficult 
for individuals to acquire them. 

In contrast to the numerous references to be found in 
Smellie’s volumes to deep transverse arrest, modern 
British textbooks—with one or two exceptions—show 
a remarkable reticence on the subject. Only three major 
contributions by British authors have been found in the 
literature of the last half century—W. Shaw (1933), 
Parry Jones (1952a, b), and Bryan Williams (1953). 
Two of these authors emphasize that the Germans have 
contributed most to the subject. More recently, the 
Americans have made important contributions. DeLee 
should be especially mentioned as his textbook of 1938 
(7th edition) considers the problem in detail. 

Norway has an especial claim to recognition as the 
most universally used forceps for the condition were 
invented by Kielland. Lovset of Bergen also invented 
forceps especially for use in this condition. 

Shaw, Parry Jones and Williams mention that Smellie 
made contributions to the subject of deep transverse 
arrest. Continental authorities, and particularly the 
Germans, have also acknowledged his work, but in no 
great detail. The Germans, as recently as 1924 reprinted 
his Set of Anatomical Tables (2nd edition, 1761). 


Definition 

Parry Jones has shown that there is considerable con- 
fusion as to the meaning of the term deep transverse 
arrest. For the purpose of this paper the definition is: 
the foetal head is delayed in the transverse position in 
the second stage of labour, with the head in the mid-pelvic 


Mechanism of Labour (Tables XI, XIII and XTV) 
The mechanism of labour is of fundamental importance 
in the understanding of deep transverse arrest. 
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Smellie’s description of the mechanism of labour was 
the first logical and truthful one ever to be given, and it 
has more than stood the test of time, for it is only recently 
that it is being accepted, though not yet completely. 
Johnstone goes into Smellie’s description of the 
mechanism of labour so completely and admirably that 
there is no need to do more than summarize his views. 
Johnstone should be consulted for fuller details, and 
Smellie himself should be read in full (Appendix 1). 

Smellie postulated four fundamental principles in 
regard to the mechanism of labour: 


(1) That at the brim the pelvis is wider transversely 
than antero-posteriorly, whereas at the outlet the antero- 
posterior diameter is larger than the transverse: “On the 
whole, it is of the utmost consequence to know that the 
brim of the pelvis is wider from side to side than from the 
back to the fore part: but that, at the under side of the 
basin, the dimensions are the reverse of this proportion” 
(Vol. 1, p. 85). 


(2) That the foetal head is narrower from side to side 
than from front to back: “Such heads are commonly 
about an inch narrower from ear to ear, than from the 
forehead to the under part of the hind head” (Vol. 1, 
p. 90). 


From (1) and (2) and his other personal observations, 
he deduces: 


(3) That the head normally enters the pelvic brim in the 
transverse diameter and leaves it in the antero-posterior 
diameter. 

Here we enter the controversial field. Nearly all text- 
books on obstetrics still teach that it is normal for the 
head to enter the brim in the oblique diameter but 
there is a considerable literature during the past half- 
century, including the radiological studies of Caldwell, 
Moloy and D’Esopo (1934) to confirm that Smellie’s 
original description is the more correct. Smellie does not 
deny that the head sometimes enters the brim obliquely: 
“When the head presents itself at the brim of the pelvis, 
the forehead is turned to one side, and the hind head to 
the other, and sometimes it is placed diagonally in the 
cavity” (Vol. 1, p. 92). 

Smellie fully appreciated the anatomical details of the 
mid pelvis—more so than perhaps we do today: “Nor is 
the form and shape of the inside of the pelvis to be 
neglected by practitioners of midwifery.” He then goes 
on to explain in detail the significance of the concavity 
of the sacrum and coccyx, the angle of the Sth lumbar 
vertebra with the sacrum, and that the mid-pelvis “is 
generally three times deeper on the posterior than the 
anterior part, and twice the depth of the last, at the 
sides” (Vol. 1, p. 84). 

In general Smellie’s description of the female pelvis is 
so accurate that it has been largely reproduced from 
textbook to textbook ever since. 

He concludes: ““‘Though those dimensions obtain in a 
well-shaped pelvis, they sometimes vary in different 
women; and the reason of this remark will be more fully 
explained, when we treat of the method of delivery, in 
the different kinds of labours” (Vol. 1, p. 85). 
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(4) Smellie maintained that the foetal head did not 
Start to rotate until it had reached the lower part of the 
ischium: “The forehead seldom turns into the hollow of 
the sacrum, before the occiput is come down to the lower 
part of the ischium” (Vol. 1, p. 286). 

There is considerable evidence that the head does not 
normally rotate until (a) the cervix is fully dilated, and 
(b) the head has reached the level of the ischial spines. 
Parry Jones (1952a) summarizes the literature on this 
subject. However, it must be stated that there are others 
who do not agree with this, and consider that the head 
Starts to rotate normally at a much earlier stage of 
labour and at a higher level. Although there is consider- 
able radiological literature on the mechanism of labour 
in various types of pelves, I have been unable to find any 
reports showing at what stage of normal labour the head 
Starts to rotate in the pelvis (Caldwell et al., 1934; 
Ball, 1939; D’Esopo, 1941; Fochem and Narik, 1955). 
It is important that this controversy should be settled 
because upon it depends whether deep transverse arrest 
is a stage of a normal mechanism of labour, or whether 
it is the result of an abnormal mechanism. 

Johnstone concludes that Smellie’s description of the 
mechanism of labour “not only stated the truth, but very 
nearly the whole truth, and certainly nothing but the 
truth”. 


Aetiology 

British textbooks of obstetrics—if they consider deep 
transverse arrest at all—maintain for the most part that 
it is due to two factors: (1) an incompletely rotated 
occipito-posterior and (2) deflexion of the foetal head. 
This is only logical as long as they continue to teach that 
the oblique diameter is the usual one for the entry of the 
head into the pelvis. It is said that about 90 per cent of 
occipito-posterior presentations rotate to the occipito- 
anterior position during labour. This being so, they must, 
of course, go through the transverse position at some 
stage, and may become arrested in that position. Recent 
opinion, however, in the literature almost universally 
maintains that this is probably not a common cause for 
deep transverse arrest. Shaw (1933), Parry Jones (1952a, 
b), Williams (1953), Davis and Ellis (1955), Maughan 
(1956) and Moir (1956), among others may be mentioned 
in this connexion. 

Statistical evidence on this subject—at least in the 
English literature—is notable by its absence. I must 
therefore fall back on personal experience, inadequate 
though it is. In only 2 per cent (1 in 50 cases) was there 
evidence that there had, at some stage of labour, been 
an occipito-posterior position of the head in labour, 
and I am sure from the rest of my experience that this is 
not at all a common cause. 

It is much more likely that deep transverse arrest is a 
delay in an otherwise normal labour, and especially is 
this likely to be true if, in fact, the head does not normally 
rotate until it has reached the level of the ischial spines or 
thereabouts. 

Even then, it does not explain what causes the delay in 
normal labour. Baird (1950) and Moir (1956) lay stress 
on the importance of the flattening of the posterior 
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segment of the pelvis, and the funnel pelvis. But these 
factors, although extremely important ones, are probably 
not the most common. In my series, three main factors 
were found, and it so happens that they occurred in 
almost exactly equal proportions: 

(1) Primary uterine inertia. 

(2) Other abnormal uterine action. 


(3) Relative cephalo-pelvic disproportion, in all of 
which the posterior segment of the pelvis was involved. 
For reasons given in Appendix 2, it is probable that even 
one-third of cases being due to pelvic abnormality is 
probably too high, and it is estimated that in about 
75 per cent of cases this factor does not enter into the 
causation. Ninety per cent of my analyzed cases occurred 
in primigravid patients. Of Parry Jones’s 60 cases described 
in his monograph on Kielland Forceps 77 per cent 
were primiparous, although not all cases were concerned 
with deep transverse arrest. Further statistics are difficult 
to obtain; but in the literature primigravid patients 
account for a percentage comparable to the above. This 
also applies to Smellie’s reported cases. Also it is 
exceedingly rare for deep transverse arrest to recur in any 
subsequent pregnancy. 

If 25 per cent of cases are due to some cephalo-pelvic 
disproportion, it is perhaps difficult to understand why 
the condition rarely recurs in a subsequent pregnancy. 
The explanation probably is that some of these patients 
have an elective Caesarean section in subsequent preg- 
nancies, some of them may have labour induced to 
produce a smaller foetus, and none of them have the 
disadvantages of a primigravid labour. Many un- 
doubtedly decide that their first experience of labour 
shall be their last. 

The question of the importance of deflexion of the 
head has been considered by many others, and it is not 
intended to consider it further here. 

Smellie does not, in Volume 1, mention any particular 
cause for the head presenting “fair at the brim of the 
pelvis” but if we scrutinize his case histories, they are 
to be found. For example: Case 124. “In the year 1749, 
I was called to a woman who had been long in labour of 
her first child, and was naturally of a weak and delicate 
constitution.” 


Case 125. “In the year 1744, I was called to a woman 
in labour of her first child—the patient had been a long 
time in strong labour.” 


Case 126. “In the year 1750, I was called by a midwife 
to a very fat woman, near the age of forty, in labour of 
her first child. The membranes had been long broken 
before I came.” 


Case 128. “In the year 1747, I was called by a midwife 
to a woman whom she had attended near two days, and 
whose former labours had been easy; from which 
circumstance she inferred, that in this case the child 
was of extraordinary size.” 

Smellie assumes that deep transverse arrest is usually 
due to delay of the foetal head in an otherwise normal 
labour. There is a great deal in the modern literature to 
support this viewpoint. 
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Diagnosis 

The diagnosis of deep transverse arrest can be made 
with certainty only by a vaginal examination—if 
necessary, under anaesthesia, or by X-ray examination. 
However, it is possible to suspect it before a vaginal 
examination is made, for, if a primigravid patient has 
been fully dilated for one to two hours and no part of 
the foetal scalp can be seen at the vulva, it is usually a 
case of deep transverse arrest. 

In the cases where there is relative cephalo-pelvic 
disproportion, the caput may make it difficult or im- 
possible to determine the position by the sutures, 
fontanelles, etc., and an anaesthetic will be required. 

In this type of case, Smellie, who had not the advantage 
of anaesthesia, goes a good deal farther than we would 
be prepared to do. 

“The head is sometimes so squeezed and locked in the 
pelvis and the hairy scalp so much swelled, that it is 
impractical to raise the head up so as to come at the ears 
or os internum (cervix) or to distinguish the sutures of 
the skull so as to know how the head presents. In these 
cases the forceps must be introduced at random, and the 
uncertainty of the position is generally removed by 
remembering, that, in those cases where the head is 
squeezed down with great difficulty, the ears are, for the 
most part, towards the os pubis and sacrum” (Vol. 1, 
p. 286). 


Treatment 

Manual manipulation of the head alone appears to 
have gone out of fashion. Probably this is because, before 
full dilatation of the cervix, it is unnecessary, and after it, 
it is so unlikely to be successful that it is not worth while 
—especially if an anaesthetic has te be given. Patients 
nowadays are unlikely to tolerate the attempt without 
anaesthesia. Smellie, however, records several successes 
with manual manipulation alone. In Case 124 the 
position was R.O.T. and as “the pains had not force 
enough to move the occiput from the right ischium—I, 
therefore, during the next pain, introduced my fingers 
towards the child’s left temple and turned the forehead 
backwards to the os sacrum” (Vol. 2, p. 183). Soon 
afterwards the woman had a normal delivery. He had 
the same success in Case 125. In Case 128 he surprisingly 
succeeded by raising the head out of the pelvis and 
manually rotating. In Case 130 he performed a somewhat 
similar manceuvre, but here the manipulation consisted 
of flexing a partially extended head and not rotating it 
(pp. 184, 187, 188). 

British textbooks nearly all advocate that the head 
should be rotated manually to the occipito-anterior 
position, and one of the pelvic curve type of forceps 
applied for delivery. Some leave it at that, and it is 
probable this method is the one most commonly used 
in this country. On the other hand it is probable that some 
type of obstetric forceps—particularly Kielland’s—are 
much more commonly used in the transverse positions 
by obstetricians than the textbooks suggest. 

If the conclusions so far reached are correct it is 
unphysiological to rotate the head manually in the pelvis 
if it lies above the level of the ischial spines. Especially 
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is this so, if the head has to be lifted, partially or wholly, 
out of the pelvis before it can be rotated—as is often the 
case. In spite of this there is no doubt that these cases 
can usually be satisfactorily dealt with in this way, and 
many obstetricians use no other method. As we have 
seen, in the majority of these cases there is no cephalo- 
pelvic disproportion, and there is, therefore, sufficient 
room to manipulate the occiput to the anterior position. 
However, in 25 per cent or so of cases where there is 
some disproportion—and these may be exceedingly 
difficult to diagnose before it is too late—there is no 
doubt that harm may be done by pushing up the head 
and rotating manually. Baird (1950) and Moir (1956) lay 
stress on this, and Baird points out that with a flat sacrum 
it may often be necessary to pull the head down to a 
lower level than normal with forceps, before rotating 
the head. When it was my routine practice to rotate the 
head manually, I can recollect two occasions on which 
I had to perform Caesarean section both of which might 
have been satisfactorily delivered with Kielland forceps, 
had the heads not been disturbed. 

There are other objections to manual rotation of the 
head in the pelyis. After rotation of the head, there is 
nearly always some movement back towards its original 
position, and, even if allowance is made for this by over- 
rotation of the head, it may sometimes be difficult to be 
sure that the blades of the forceps are accurately applied 
to the biparietal diameters. Forceps blades occupy less 
room than a hand in the pelvis. If the head can be 
rotated manually, it can be rotated with equal ease by 
the forceps. Therefore, I have for some years altogether 
abandoned manual rotation of the head. Thus, after 
years of trial, J have reverted to the methods advocated 
by Smellie. 

Numerous forceps have been devised for the treatment 
of deep transverse arrest. It is beyond the scope of this 
paper to go into these in detail. DeLee’s textbook (1938) 
and Barry Jones’s Kielland Forceps (1952) should be 
consulted. Of these, the Kielland forceps are, perhaps, 
the best and most used. There is no doubt that the 
classical method of introducing the anterior blade is 
potentially dangerous to the lower uterine segment, the 
anterior vaginal wall and bladder. Most obstetricians 
will agree that this instrument ought not to be universally 
used when applied in the classical manner. But its appli- 
cations in this manner was devised for the high forceps 
delivery, which should now never be done. 

For the mid-forceps delivery the anterior blade can 
be applied along the pelvic wall and rotated through 
145°—usually along the child’s face or, as recently 
advocated by Maughan (1950), along the occiput, until 
it comes to lie over the anterior ear. Although this 
method was described by Kielland himself and many 
others, and more recently by Williams (1953) and Moir 
(1956) it is not, probably, very universally used. Stress is 
laid on this because it makes all the difference in the use 
of the Kielland forceps. 

All cases of deep transverse arrest ought to be delivered 
in a midwifery unit capable of dealing with any eventu- 
ality. All these cases are complicated by one of the 
conditions discussed under aetiology, and there is no 


139 


condition which is more liable to surprise—both pleasant 
and unpleasant. It is perhaps more difficult to assess the 
likely outcome in this than in any other obstetric compli- 
cation. Some, in which no great difficulty is anticipated, 
finish up as a “trial of forceps” and Caesarean section, 
and others, which appear unpromising, “sometimes will 
succeed beyond expectation”’ (Vol. 1, p. 256). 

Barton’s forceps I have used on half a dozen cases. 
They are easy to apply, but, once applied, not as easy to 
control as Kielland’s and I did not find any other 
advantages. This is possibly due to greater familiarity 
with the latter. : 

Smellie used his own straight forceps and for the most 
part was able to apply them direct (Tables XXXVII and 
XVI): “Suppose the patient lying on her side, and the 
forehead of the child turned to the same side of the pelvis, 
let the finger of the operator’s right hand be introduced 
along the ear, between the head and the os pubis, until 
they pass the os internum (cervix)” (Vol. 1, pp. 276-7). 

If this cannot be done, he advises that the posterior 
blade should first be applied after pushing the head up 
out of the pelvis, then the operator, after introducing his 
fingers under the os pubis, pushes up the other blade 
slowly and gently that “he may run no risk of hurting 
the os internum or bladder”’. 

In case of further difficulty he advised application 
along the pelvis and then rotation over the ears. He says 
one hand is introduced “in the open space betwixt the 
sacrum and ischium; then one of the blades may be 
introduced, moved to and fixed over the ear, the situation 
of which is already known” (Vol. 1, p. 277). This is 
exactly the alternative method advocated for the appli- 
cation of Kielland forceps. 

A comparison between Kielland’s forceps and Smellie’s 
straight forceps is instructive. Neither has the pelvic 
curve. The main differences between the two are: (1) The 
sliding lock of Kielland, (2) the long handles of Kielland. 
Both of these are essential for the delivery of a high head, 
but for a head in the mid-pelvic position they are not 
nearly so necessary. The long handles, in fact, have the 
disadvantage that it makes it impossible to apply the 
anterior blade direct, because the perineum and obstetric 
bed get in the way. (3) Another difference is that the 
blades of Kielland’s forceps are displaced backwards. 
Bokelmann (1923) believes that a model of “the old 
forceps” can achieve the same results as Kielland’s with 
the added advantage that they can be applied direct to 
the foetal head. 

Smellie, who had not the advantage of Caesarean 
section in cases of disproportion, could have made much 
use of Kielland’s forceps and we today might well 
manage quite well with Smellie’s straight forceps. 
However, he appears to have overcome most of his 
difficulties satisfactorily. 

In describing the forceps deliveries of deep transverse 
arrest cases, Smellie insists that the most suitable position 
is the lateral. ““When the forehead and face of the child 
are turned to one side of the pelvis—it will be difficult 
if the woman lies on her back to introduce the forceps so 
as to grasp the head with the blade over each ear; because 
the head is often pressed so hard against the bones, in 
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this position, that there is no room to insinuate the fingers 
between the ear and the os pubis, so as to introduce the 
blades safely on the inside of the os internum, or push 
one of them up between the fingers and the child’s head. 
When things are so situated, the best posture for the 
woman is that of lying on one side—because the bones 
will yield a little, and the forceps (of consequence) may 
be more easily introduced” (Vol. 1, p. 276). 

The dorsal position for forceps deliveries is now almost 
universal. The lateral position for deep transverse arrest 
should perhaps be given further trial. The dangers of 
inhalation during anaesthesia—on which much stress 
has recently been laid—would certainly be diminished. 
The main difficulty appears to be that extra hands are 
needed to stabilize the patient in this position and it 
makes a sterile delivery more difficult. 

Those cases in which there is relative cephalo-pelvic 
disproportion require separate consideration. These, of 
course, are the ones in which difficulty occurs. Baird 
(1950) and Chassar Moir (1956) give excellent details 
and instructions on this type of case. These cases often 
occur unexpectedly, for only those where the head has 
reached the mid-pelvis are here considered. No abnor- 
mality may be suspected either during the antenatal 
period or in labour and the first warning of difficulty 
may come when the patient is being examined under 
anaesthesia. Although the degree of caput formation 
may be a guide to the difficulty expected in a forceps 
delivery, this is by no means always the case. More, no 
doubt, are being noted with the extended use of X-ray 
pelvimetry, and, as Baird and Moir both aver, the funnel- 
shaped types of pelvis with a narrow outlet ought to be 
discovered more often with adequate antenatal care. 
But there will always be a residuum which will escape 
detection and there is no doubt that today this group 
is largely responsible for a considerable proportion of 
“failed forceps” which are sent into hospitals as 
emergency cases. 

It is this group that ideally comes into the category of 
“trial of forceps” as described by Jeffcoate (1953). 

As recently as 1933 Shaw writes: “On the continent the 
blades of the forceps are applied in relation to the position 
of the foetal head, whereas in this country the accepted 
teaching is to apply the forceps with respect to the pelvis.” 

If this was true, Smellie must indeed have turned in his 


ve. 

“The blades of the forceps ought always, if possible, 
to be introduced along the ears” (Vol. 1, p. 264). 

Smellie, in fact, makes exactly the same criticism as 
Shaw nearly 200 years earlier. 

Giving a history of the forceps up to his time he says 
that the authorities “direct us to introduce the blades of 
the forceps where they will easiest pass, and, taking hold 
of the head in any part of it, to extract with more or less 
force according to the resistance” (Vol. 1, p. 251). 

He goes on: “I began to consider the whole in a 
mechanical view and reduce the extraction of the child 
to the rules of moving bodies in different directions” 
(Vol. 1, p. 261). From this he deduced his “‘Rules for the 
use of the forceps” which guide us to this day. 
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He makes one interesting exception to this in some 
cases. Such cases we have all met and probably dealt 
with in a similar manner: ‘If the operator finds the upper 
part of the sacrum jetting in so much that the point of 
the forceps cannot pass it, let him try with his hand to 
turn the forehead a little backw rds, so that one ear 
will be towards the groin, and the other towards the side 
of that prominence; consequently there will be room for 
the blades to pass along the ears: but if the forehead 
should remain immovable or, though moved, return to 
its former place, let one blade be introduced behind one 
ear, and its fellow before the other; in which case the 
introduction is sometimes more easily performed when 
the woman lies on her back, than when she is laid on 
her side” (Vol. 1, p. 278). 


Summary 

(1) In normal labour the head usually enters the brim 
of the pelvis in the transverse diameter. 

(2) The occiput probably does not start to rotate 
anteriorly, until the vertex has reached the level of the 
ischial spines. 

(3) Deep transverse arrest is the result of the head not 
yet having reached this level. 

(4) The three commonest causes of this are: 

(a) Primary uterine inertia. 
(6) Other forms of abnormal uterine action. 
(c) Relative cephalo-pelvic disproportion. 

(5) Deep transverse arrest occurs most commonly in 
primigravid patients. 

(©) A recurrence in a subsequent pregnancy is rare. 

(7) Defiexion of the head is probably of secondary 
and not primary importance. 

(8) The presence of deep transverse arrest can be 
strongly suspected from the type of labour, but must be 
confirmed by vaginal examination—if necessary under 
anaesthesia. 

(9) It usually requires operative delivery—by forceps. 

(10) Manual rotation of the head, prior to the appli- 
cation of forceps, is unphysiological if the head is above 
the level of the ischial spines. 

(11) Kielland’s forceps are the most suitable for 
dealing with deep transverse arrest. But the anterior 
blade should be applied along the pelvic wall and 
rotated over the anterior ear and not inserted according 
to the classical description. 

(12) All deep transverse arrest forceps deliveries are 
potentially dangerous and should be undertaken only 
in a maternity unit. 

(13) A deep transverse arrest forceps delivery should 
be approached as a “trial of forceps”. 

(14) The treatment of deep transverse arrest might be 
improved by reverting to lateral positions for forcep 
deliveries as advocated by Smellie, and by combining 
in one instrument the advantages of Smellie’s straight 
and Kielland’s forceps. 
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(15) Most of these conclusions were either described 
by Smellie or suggested by him. 

For those interested in reading for themselves the 
whole of Smellie’s writings appertaining to deep trans- 
verse arrest, a list has been compiled in the Appendix, 
indicating the relevant passages. 


I am indebted to E. & S. Livingstone for permission 
to quote from page 48 of Professor R. W. Johnstone’s 
William Smellie, the Master of British Midwifery (1952). 
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APPENDIX 

Passages from William Smellie’s works relevant to 
deep transverse arrest. 

These are selected from the New Sydenham edition 
of his three volumes on Smellie’s Treatise on the 
Theory and Practice of Midwifery annotated by A. H. 
McClintock and published in 1876-1878, and from the 
Anatomical Tables published in 1754. 


Treatise on Midwifery: 

Volume 1. 
Anatomy of the Pelvis, p. 79-85. 

- Mechanism of Parturition, p. 90-94. 
Normal labour, p. 216-217. 
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Abnormal labour, p. 218-220. 
Laborious labour, p. 240-242. 


History of the forceps, and Smellie’s (personal) con- 
clusions, p. 250-252 and 255-258. 


General rules for the use of forceps, p. 261-266. I 


When the head presents fair at the brim of the pelvis 
(occipito-transverse), p. 276-278. 


Summary on forceps, p. 283-287. 


Volume 2. Case Histories—Deep Transverse Arrest: 
The situation of the child in utero, p. 149. 


Normal labour. 
Case No. 100, p. 159-162. 
Manual manipulation of deep transverse arrest. 
Case 124, p. 183-184. 
Case 125, p. 184-185. 
Case 126, p. 185-186. 
Case 128, p. 187. 
Manual manipulation. Head extended. 
Case 130, p. 188-189. 

Forceps deliveries. Moderate disproportion. Direct 
application of forceps (after failure of internal 
version). 

Case 239, p. 313-314. 

Direct application of forceps. 

Case 242, p. 318-319. 
Case 245, p. 321-323. 
Case 246, p. 323-324. 

Large caput. Mistaken diagnosis. Oblique application 
of forceps. 

Case 247, p. 324. 

Protuberant sacral promontory. Failure to diagnose 
position of head. Wrong application of forceps, 
which failed. Later—forceps delivery of living child 
as occipito-anterior. 

Case 250, p. 328-329. 

Protuberant sacrum. Wrong application of forceps. 
Difficult delivery. 

Case 251, p. 330-331. 

Funnel-type pelvis. Direct application of forceps— 
failed. Oblique application of forceps—succeeded. 

Case 252, p. 332. 

Protuberant sacrum. High, very difficult forceps 

delivery. Death of child and mother. 
Case 253, p. 333-334. 

Prominent sacrum. Failed forceps by another. Indirect 

applications of forceps. Stillborn. 
Case 254, p. 335. 

Tedious labour. Difficult forceps applied direct. Living 

child. 


Case 256, p. 335-336. 
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Forceps deliveries—severe disproportion. 
irect application of forceps: Case 262, p. 346— 
347. 
Direct application of forceps. Starvation: 8 days 
labour: Case 263, p. 347-349. 
Direct application of forceps. Eclampsia: Case 
264, p. 349-351. 
Indirect application of forceps, elderly primipara. 
Case 265, p. 352-354. 
Prominent sacrum. 
(1) Oblique application of forceps. 
(2) Re-application over ears. 
Case 266, p. 355-356. 
Case 267, similar with A.P.H. 
Rickety pelvis. 
(1) Failure of oblique application of forceps. 
(2) Later—successful direct application of forceps. 
Case 268, p. 356-358. 
Three inch true conjugate. Direct application of 
forceps. 
Case 269, p. 358-359. 


Discussion 

The President commented on Smellie’s striking gentle- 
ness. He wondered if the random application of the 
forceps was synonymous with the wandering method. 

Mr. B. Williams said that too little attention had been 
paid to transverse arrest. A myth existed that the head 
engages in the oblique diameter. The word “deep” 
should be discarded as transverse arrest can occur at any 
level. Random application and wandering the blade were 
not the same, as the blades could not be wandered with- 
out an exact diagnosis of the position of the foetal head. 

Mr. T. F. Redman asked what should be taught to 
pupil midwives. In 60 per cent of cases the foetal head 
engages in the transverse diameter of the pelvic brim, 
though the back may be obliquely forward. 


Miss Una Lister read a paper on 
THE COMPLICATIONS OF THE SECOND TWIN 


Practically every abnormality known to obstetrics may 
be associated with the delivery of twins, and in the present 
series there are few that have not been seen. The incidence 
of multiple pregnancy varies with different races, and in 
Southern Nigeria, in patients booked for hospital con- 
finement, the rate is high, 1 in 24. The actual number of 
admissions of twin deliveries is, however, much higher 
mainly because of difficulties in the birth of the second 
twin. 

In a 4-year period there were exactly 1,000 multiple 
births, including 980 twin pregnancies, 19 triplets and 1 
set of quadruplets. 

There were 5 maternal deaths (0-5 per cent). The first 
of these patients was admitted moribund, the second twin 
having been retained 12 hours. A clinical diagnosis of 
ruptured uterus was made, but post-mortem was refused. 
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The second patient died from air embolus following 
extraction of the second twin, and the third from haemor- 
rhage from a rupture in the uterine wall behind the 
placental site. There were two maternal deaths, one from 
smallpox and one from a sickle cell crisis; there were no 
obstetric complications. 

The foetal loss was greater among the second twins 
(31 per cent) than the first twins (27 per cent), and this 
difference was more marked in relation to the stillbirths 
than the neonatal deaths. Of the 51 cases of prolapsed 
cord the majority (61 per cent) were found in the first 
twin. Locked twins occurred in 7 instances, in all the 
first baby presented by the breech and the second by the 
vertex, the obstruction having been present 10 to 12 
hours before the patient sought assistance in hospital. 
Perforation of the second foetal head was the method 
usually employed to achieve delivery, but in one case 
traction was sufficient and in another the first baby was 
decapitated. Later this patient had a vesico-vaginal 
fistula repaired. 

One woman came to hospital 6 to 8 hours after the 
delivery of her first twin. An extra-uterine pregnancy 
was present, and the second child weighing 4 pounds 
14 ounces was delivered by laparotomy, but was still- 
born. In 4 cases the uterus ruptured prior to admission to 
hospital and two of these cases have already been 
mentioned. Of the other two patients, the first was 
admitted to hospital 25 hours after the delivery of her 
first child. The second twin had escaped through a 
posterior uterine rupture and hysterectomy was necessary. 
In the other case it was possible to repair the uterine 
rupture after delivery of the second twin by craniotomy. 

Caesarean section was performed on 2 occasions for 
contraction rings that had formed 3 days and 18 hours 
respectively after delivery of the first twin, so trapping 
the remaining child. Abnormal presentations were more 
comimon in the second twin, and in 341 cases the breech 
presented. The lie of the second twin was transverse in 
43 instances and there were 43 compound presentations. 
Maternal complications were also frequent, and these 
included anaemia (15 cases), eclampsia (9 cases), 
accidental ante-partum haemorrhage (18 cases), and one 
patient with a bicornuate uterus with a baby in each 
horn. 


Discussion 

The President said that it was always a delight to hear 
stories of other lands—it was some people’s nightmare 
or an obstetrician’s heaven. He thought every obstetri- 
cian appreciated the serious nature of the second twin. 
There had been 11 flying squad calls for complications 
of the second twin including 1 case of ruptured uterus. 
It was his practice to shorten the interval between the 
delivery of the twins, correct the lie of the second baby 
at once and rupture the membranes. 

Mr. H. Doberman mentioned the case of the second 
twin retained for 7 days. Gas gangrene developed and 
the woman died. 

Mr. T. Smith commented on the use of intravenous 
ergometrine in cases of unrecognized twin pregnancy. 
Death of the foetus could be so caused. 
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HOSPITAL REPORTS 
JoHN S. TOMKINSON, M.B., F.R.C.S., M.R.C.O.G. 


THE MEDICAL AND CLINICAL REPORT OF THE 
SIMPSON MEMORIAL MATERNITY PAVILION, 
ROYAL INFIRMARY, EDINBURGH, FOR 1955 


THIs report consists for the main part of statistical 
summaries of the tables recommended by the Standard 
Report Committee of the Royal College of Obstetricians 
and Gynaecologists. When dealing with eclampsia, 
embryotomy and craniotomy, multiple pregnancy, 
placenta praevia, primigravid and parous breech present- 
ations and deliveries, Caesarean section and vaginal 
delivery after previous section or hysterotomy, the tables 
are given in detail. There is a comparative table of 
statistics from 1942. The 3 maternal deaths that occurred 
are reported with condensed case histories; these are 
excellent, especially the case of abortion almost certainly 
due to the use of Ergio-apiol. No other interesting cases 
are mentioned. A paediatric report is included. 

The hospital admitted 4,210 patients during the year, 
the number of patients delivered being 3,646 (over half 
were primigravidae). There is no mention of the number 
of beds available. The morbidity for all cases was 1-4 per 
cent, the standard adopted being alli fatal cases and all 
cases in which the temperature reaches 100-4° F. in any 
2 of the bi-daily readings from the end of the first day 
until discharge from hospital or the end of the 21st day 
after delivery. The incidence of pre-eclamptic toxaemia 
was 8-7 per cent and 12 cases of eclampsia occurred 
without a maternal death. Post-partum haemorrhage was 
encountered in 5-6 per cent of deliveries and a manual 
removal of the placenta in 3-9 per cent. The forceps rate 
was 13-7 per cent, the lowest for 5 years, with the 
Caesarean section rate at 5-8 per cent, the highest for 
5 years. It is an interesting and well produced report; 
for further comments see the review of the 1956 report 
of the same hospital. 


THE MEDICAL AND CLINICAL REPORT OF THE 
SIMPSON MEMORIAL MATERNITY PAVILION, 
ROYAL INFIRMARY, EDINBURGH, FOR 1956 


IMPORTANT changes have been made in the preparation 
of this year’s report, in the words of the Introduction, 
“in an effort to enhance its value to the staff of the 
Hospital and to others who may care to read it’’. It goes 
on to say “one change aims at expediting the production 
of the Report; for, to members of our own staff at least, 
half the value of the Report lies in their being able to 
read it while the events of the year are still in memory”. 


Again, “By clarifying definitions, by adhering to these 
definitions strictly throughout, and by seeing that every 
single case record is subjected to the closest scrutiny by 
one person (the Registrar of Records) we have endeavour- 
ed to achieve some degree of standardization in the 
classification of abnormalities in this Report. The code 
numbers and definitions in use for the year under 
review are printed in the form of an Appendix at the end 
of this report.” Finally, ‘Although all our records are 
now analysed in the form recommended by the Report 
Committee of the Royal College of Obstetricians and 
Gynaecologists, we do not print all the tables in full. In 
future we hope to print even fewer, believing that the 
main value of this Report to readers outside our own 
staff lies in the statistical analysis of the material rather 
than in the costly reproduction of all the details of every 
case in full print.” 

One has no doubt that these praiseworthy aims have 
been achieved. The Report was received by the reviewer 
in the middle of 1957. The essential information is easily 
obtained without wading through a morass of detail. 
The production of the usual hospital report is a costly 
affair, expensive to print and extravagant in the amount 
of time used by a registrar checking and cross-checking 
the typescript and printers’ first and final proofs. Anyone 
who has been responsible for the preparation of a report 
knows how one despairs of it ever being completely 
accurate, for every re-scrutiny reveals errors. Simple 
spelling mistakes are often found by your reviewer in 
other hospital reports; this being so, one immediately 
suspects other more serious inaccuracies that cannot be 
verified. 

Everyone interested in the production of hospital 
reports should study this one and contemplate its virtues. 
It has a great deal to recommend it. 

In 1956 the hospital admitted 4,424 patients (3 of them 
died) and delivered 3,819. The maternal morbidity 
remained at the same rate as for 1955, namely 1-4 per 
cent. The overall stillbirth rate was 31-7 per 1,000 
(35-5 in 1955) and the overall neonatal mortality was 
21-4 per 1,000 viable births (17-2 in 1955). The incidence 
of pre-eclampsia was 10-4 per cent and 6 cases of 
eclampsia were treated; there has not been an eclamptic 
maternal death since 1948! Rectal Bromethol was used 
in the control of every case, other drugs being used 
included Morphia, Luminal, Veratrone, Serpasil and 
Chloroform. 

Post-partum haemorrhage and manual removal of the 
placenta both occurred more frequently than in 1955, 
being 7:5 per cent and 4-4 per cent respectively. The 
forceps rate was 14-7 per cent and the Caesarean section 
rate 6-9 per cent. 


143 


144 


THE CLINICAL REPORT OF THE OBSTETRIC 
DEPARTMENT OF THE WHITTINGTON 
HOSPITAL FOR 1954 


Tuts deparument has 85 beds and 64 cots with 10 for 
premature infants. During 1954, 1,881 patients were 
delivered, 2 of them dying. One had mild pre-eclamptic 
toxaemia of pregnancy and died after delivery. She had 
endocarditis, myocarditis and bilateral popliteal emboli. 
The other died of obstetric shock following a failed 
forceps on the district and a low forceps delivery in 
hospital, the baby weighing 114 pounds. The stillbirth 
rate was 26-69 per 1,000 and the neonatal death rate 
16-66 per 1,000. 

The hospital serves a poor district in North London 
where the maternity beds are inadequate, as the preface 
to the report mentions. The population there is not a 
true sample of the community at large as a large colony 
of British West Indians, Irish and Greek Cypriots is 
there. About half the Caesarean sections for cephalo- 
pelvic disproportion occurred in visitors or immigrants 
from these 3 parts. The incidence of Caesarean section 
was 7-1 per cent and the forceps delivery rate 6-1 per 
cent. A post-partum haemorrhage occurred in 6-7 per 
cent of deliveries with a manual removal of the placenta 
in 2-4 per cent. 

No cases of special interest are noted and there is not 
a table of comparative statistics for previous years. 


THE REPORT OF THE MATERNITY DEPART- 
MENT OF THE NEWCASTLE GENERAL 
HOSPITAL, NEWCASTLE UPON TYNE, FOR 1953 


Tue foreword to the report states that Annual Reports 
have been prepared since 1942 but that this is the first 
occasion on which it has proved possible to print and 
circulate a report, prepared in accordance with the 
recommendations of the Standard Report Committee 
of the Royal College of Obstetricians and Gynaecologists. 
The hospital takes part in the training of medical students 
of the University of Durham and pupil midwives for the 
Part II examination of the Central Midwives Board. It 
has beds for 66 patients and cots for 6 premature infants. 
Bookings are restricted to cases of medical and obstetrical 
abnormalities, primigravidae and a few social bookings. 
Mention is made of the pressure on beds, limiting the stay 
of post-partum patients to 10 days and also precluding 
the ideal treatment of antenatal cases especially those 
with toxaemia of pregnancy. 

In 1953, the number of patients delivered in hospital 
was 1,715 (about | in 10 was an emergency admission). 
There were 3 maternal deaths; the stillbirth rate was 37-4 
per thousand and the neonatal death rate 18-9 per 
thousand. One maternal death occurred in a patient who 
on the 28th week of pregnancy died from a severe and 
persistent haematemesis due to a large ulcer high on the 
lesser curvature of the stomach; in addition she had a 
small ante-partum haemorrhage of the accidental 
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variety. Another death befell a woman admitted as a 
failed forceps; she had not received any antenatal care 
but a history of pre-eclampsia was later obtained. The 
cervix was only three-quarters dilated; after sedation 
a midcavity forceps delivery was made of a stillborn 
infant, followed by a manual removal of the placenta. 
Jaundice developed after 2 days and death soon after; 
at autopsy the liver was enlarged and toxic and the 
kidneys showed bilateral pyelonephritis. The third death 
happened in an emergency admission at the 37th week 
of pregnancy for acute infective hepatitis. After a normal 
delivery pyrexia developed due to pneumonia followed 
by septic thrombo-phlebitis commencing in the arm 
in which an intravenous infusion had been given. 
Caesarean section was performed 123 times (incidence 
7-2 per cent); 5 of these were classical and 2 cases had a 
Caesarean hysterectomy (one for a ruptured uterus 
followed a previous classical section). A forceps delivery 
was made in 248 cases (incidence 14-5 per cent). The 
post-partum haemorrhage rate was 3-5 per cent and the 
placenta was manually removed in 5-7 per cent of cases. 
No cases of special interest are mentioned separately 
from the tables. The work of the paediatric unit is 
summarized in 2 pages, detailed tables being omitted. 


THE GYNAECOLOGICAL REPORT OF THE 

GROOTE SCHUUR HOSPITAL, OF THE UNI- 

VERSITY OF CAPE TOWN, CAPE PROVINCIAL 
ADMINISTRATION, FOR 1956 


THE gynaecological department of the Groote Schuur 
Hospital has 92 beds, into which were admitted 4,492 
patients in 1956. Totals of 1,060 major and 2,893 minor 
operations were performed. Special clinics exist for the in- 
vestigation of infertility, vaginal discharges, erosions and 
endocrine problems. Carcinoma of the cervix accounted 
for 11 deaths; 1 death was due to a Clostridium welchii 
infection of a septic abortion with a ruptured uterus and 
another death from acute pulmonary oedema following 
an operation for a ruptured ectopic pregnancy. Ectopic 
pregnancy was found in 89 patients (2 per cent of all 
admissions); an accurate pre-operative diagnosis was 
made in 68 per cent of cases. 

Out of 341 hysterectomies, in only 1 case was the total 
operation not performed. No death occurred from the 
procedure. Removal of the tubes and ovaries was not 
done routinely; the choice depended on the patient’s 


age. 

In the treatment of genital prolapse, the Manchester 
operation was carried out in 91 cases, a vaginal hyster- 
ectomy in 79 cases, an anterior and posterior colpor- 
rhaphy without amputation of the cervix in 14 cases, 
posterior (! sic) perineorrhaphy 8 times and a Millin 
sling and an Aldridge sling operation each on one 
occasion. There were 28 cases of vesico-vaginal fistulae 
admitted and in 23 the cause was obstetrical trauma; 27 
were operated on with success at the first attempt in 
19 (70-4 per cent). These patients are kept on continuous 
bladder suction for 10-14 days. 


HOSF 

Ger 

these 

the u 

carcir 

vulva 

are e) 

thera 

radio 

and 1 
with 

radiu 

the c: 

was | 

more 

repo! 

THE 

| PRO 

COL 

HOS 

TuIs 

colo! 

Chin 

Eurc 

obst 

nurs 

for t 

In 1 

4,01 

hosr 

after 

cons 

aim: 

of p 

T 

Prot 

Gyr 

is tl 

Sint 

abo 

T 

beat 

the 

mat 

dea‘ 
21 

bea 

pra 

con 

can 

The 

Ret 

and 

acq 

plic 

be 

cat 

Tw 


HOSPITAL REPORTS 


Genital tract carcinoma accounted for 143 cases; of 
these 113 were carcinoma of the cervix, 17 carcinoma of 
the uterine body, 4 carcinoma of the ovary, 4 primary 
carcinoma of the vagina, 4 primary carcinoma of the 
vulva and 1 primary carcinoma of the clitoris. All cases 
are examined and assessed by a gynaecologist and radio- 
therapist. All cases of cervical carcinoma are treated by 
radiotherapy, provided no contra-indication is present, 
and this consisted of 3 radium insertions (Stockholm) 
with deep X-ray therapy commencing after the second 
radium insertion. Approximately 6 to 8 weeks afterwards 
the cases are assessed for surgery. A Wertheim operation 
was performed in 30 cases after the radium therapy— 
more would have been done but many patients failed to 
report back after the radiotherapy. 


THE MEDICAL AND CLINICAL REPORT OF THE 
PROFESSORIAL OBSTETRICAL AND GYNAE- 
COLOGICAL UNIT OF THE KANDANG KERBAN 
HOSPITAL FOR WOMEN, SINGAPORE, FOR 1955 


Tuts hospital is the only one of its kind in the island 
colony of Singapore, serving a mixed population of 
Chinese, Indians, Malays, Indonesians, Eurasians and 
Europeans totalling approximately 1,292,937. It has 266 
obstetric beds, 50 gynaecological beds and a premature 
nursery of 26 cots. There is a domiciliary delivery service 
for the training of medical students and pupil midwives. 
In 1955 there were 25,522 obstetrical admissions and 
4,012 gynaecological admissions, with an average time in 
hospital of 34 and 44 days respectively. A domiciliary 
after-care service was started in May, 1954, no doubt a 
consequence of the short stay in hospital which obviously 
aims at doing the best possible for the greatest number 
of patients. 

The hospital consists of two units, one headed by 
Professor B. H. Sheares, Professor of Obstetrics and 
Gynaecology in the University of Malaya, of which this 
is the report; and a Government Unit under Dr. A. C. 
Sinha. The number of patients admitted was divided 
about equally between the units. 

The report is attractively produced in typescript and 
bears a photograph of the modern-looking hospital on 
the front cover. The statistical summary states the 
maternal death rate was 2 per thousand, the neonatal 
death rate was 24-9 per thousand and the stillbirth rate 
21 per thousand; these figures are commendably low 
bearing in mind the conditions and circumstances of 
practice in an Eastern metropolis. Unfortunately no 
comparative figures are given for previous years so one 
cannot say if improvements in these figures are occurring. 
The report follows the recommendations of the Standard 
Report Committee of the Royal College of Obstetricians 
and Gynaecologists. It would be instructive for those not 
acquainted with the local conditions and prevalent com- 
plications of obstetrics in Singapore if a foreword could 
be introduced in subsequent reports giving some indi- 
cation of the problems and how they are managed. 
Twenty-five thousand admissions to a hospital in a year 
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is large by any standard, and it seems a pity that the 
report does not contribute more than a set of standard 
tables. 

For instance, one longs to know how the 77 cases of 
eclampsia (only 3 of which were in booked cases) were 
treated; the maternal death rate was 7-8 per cent, the 
neonatal death rate 20-3 per cent and the stillbirth rate 
5-2 per cent in these cases. The incidence of pre- 
eclampsia, essential hypertension and nephritis was 
4-9 per cent of all cases; of these nearly 80 per cent 
were unbooked patients and 30 per cent were primi- 
gravidae. 

Contracted pelvis was not common, being diagnosed 
in 88 patients; in 53 of these there was no radiological 
confirmation. A lower segment Caesarean section was 
carried out in 72 of these cases, surgical induction of 
labour not being performed at all. The Caesarean section 
rate for all cases was 2-1 per cent and the forceps rate 
for all cases also 2-1 per cent. 

In the gynaecological section there is little of note. 
An attempt to find out how many cases of ectopic preg- 


nancy had been admitted was abandoned after finding . 


that some of these were listed under Diseases of Repro- 
duction (Sterility), in which 35 cases of ectopic pregnancy 
were put; 19 were placed under Fallopian tubes; whereas 
only 47 were included in operations of the Fallopian 
tubes. 


THE CLINICAL REPORT OF THE MATERNITY 
DEPARTMENT OF THE GENERAL HOSPITAL, 
KUALA LUMPUR, MALAYA, FOR 1956 


Tuis is an interesting report describing the work of a 
very busy unit. The department serves a population of 
some 300,000, acting as the central obstetric hospital 
for the State of Selangor as well as for Kuala Lumpur. 
It has been expanded so that there are now 40 antenatal 
and 25 postnatal beds and a premature baby unit of 20 
cots. A statistical summary gives comparative informa- 
tion for the years 1953 to 1956 inclusive. During these 
years, the total antenatal and postnatal visits rose from 
11,625 to 27,128; and the total deliveries from 4,185 to 
6,411. There is an ever-increasing demand for Western 
medicine in the area. 

The report is based on the tables recommended by the 
Standard Report Committee of the Royal College of 
Obstetricians and Gynaecologists; full details are not 
given but each statistical summary of the table is pre- 
ceded by background information. For instance, in 
dealing with pre-eclampsia and eclampsia, a detailed 
account is given, over 4 pages, stating the modification 
of Dieckmann’s definitions used, the type of toxaemia 
encountered (31-8 per cent classified as severe pre- 
eclampsia); the treatment given, and tables of the foetal 
loss in the various grades of the disease. Twenty-four 
cases of eclampsia were admitted, of which 5 died; 
phenothiazine derivatives have continued to be used. 

Commenting on placenta praevia, the report states 
that there is a tendency for general practitioners to 
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section rate was 2-6 per cent and included 4 women who 
had a hysterectomy for ruptured uterus, 2 of whom died. 
A forceps delivery was carried out in 2-4 per cent of 
cases, the majority of low forceps deliveries were per- 
formed with a pudendal nerve block. A short history is 
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given of each of the 24 maternal deaths that occurred in 
the hospital, followed by a commentary; most of the 
deaths were due to the patients neglect to obtain ante- 
natal supervision or due to poor care before admission, 
often in a moribund state. The staff of the hospital is to 
be congratulated on a successful year’s work, improving 
their results in spite of a shortage of staff; and not least 
sty 


FIFTEENTH BRITISH CONGRESS OF 
OBSTETRICS AND GYNAECOLOGY 


Tue Fifteenth British Congress will be held in Cardiff on 14th, 15th and 16th 


July, 1959. 


The Programme will include a symposium on the influence of certain factors in 
pregnancy and labour on the future development of the child. Amongst other subjects 
proposed for discussion are Psychosomatic Gynaecology, Ovarian Malignant Disease, 
Oestrogen Metabolism and the Place of Oxytocic Drugs in Obstetrics. 

All communications relating to this Congress should be addressed to the 
Honorary Secretaries, British Congress, Maternity Hospital, Glossop Terrace, Cardiff, 


Wales. 


FORTY-SIXTH NATIONAL CONGRESS OF THE ITALIAN 
SOCIETY OF OBSTETRICS AND GYNAECOLOGY 


Tus will be held in Padua on the 10th to 13th April, 1958. 
Further information may be obtained from Professor G. Revoltella, Director 
of the Obstetrical and Gynaecological Clinic, The University, Padua, Italy. 
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: examine the bleeding patient in the home or maternity 
home, then to pack the vagina after further bleeding has 
been produced; as the packing is not sterile the sub- 
sequent conduct of the case is limited. The Caesarean 
J 
F 
THIS 
literat 
for m 
to th 
the si 
biblic 
thirty 
years 
the n 
obser 
and 
SO g2 
Pa 
of ne 
mod 
place 
decic¢ 
uteru 
to al 
great 
asa 
cases 
unin 
spec 
over 
with 
ina 
have 
does 
foeti 
a sp 
50 
tion 
| caus 
four 
Exc 
cont 
the 
trib 
fron 
caus 
spec 
intr 
psy 
thes 
rela 
defi 
P 


BOOK REVIEWS 


“Spontaneous and Habitual Abortion.” By Cari T. 
JAVERT, M.D. Pp. xiii+459%, with 196 figures. 
McGraw-Hill Book Company, Ltd., London, 1957. 
Price 82s. 6d. 


Tuts book is an important contribution to obstetrical 
literature. Carl Javert has been known internationally 
for many years for his sound and original contributions 
to the specialty and particularly for those dealing with 
the subject of spontaneous and habitual abortion. The 
bibliography to this volume contains references to over 
thirty-one papers contributed by the author. During the 
years 1947-1954 he collected and personally investigated 
the material obtained from 2,000 consecutive cases of 
abortion and the volume he has written is a record of his 
observations on the pathology and clinical background, 
and of his therapeutic suggestions based on the experience 
so gained. 

Parts I and II deal with the anatomy and physiology 
of normal implantation and its control. He accepts the 
modern views on the nature of the blood supply of the 
placenta although perhaps placing undue emphasis on 
decidual arteriovenous shunts. The pathology of the 
uterus, the ovary, the placenta and the foetus in relation 
to abortion is then fully described. Dr. Javert places a 
great deal of stress on spontaneous decidual haemorrhage 
as a cause of abortion, finding this in 61 per cent of his 
cases, compared with a control series (therapeutic and 
unintentional abortion) in which only 10 per cent of 
specimens showed this change. Anyone who has brooded 
over sections of the early decidua basalis will fully agree 
with the author that the maternal vessels in this area are 
in a desperately dangerous situation and many of us who 
have done so are surprised that decidual haemorrhage 
does not occur more frequently. Defects of the ovum or 
foetus were present in 35 per cent of those cases in which 
a specimen was available, contrasting with the figure of 
50 per cent which is currently quoted. Cord complica- 
tions, according to Dr. Javert, are a much more important 
cause of abortion than is generally recognized and he 
found evidence of these in 54 per cent of his cases. 
Excessive length, excessive torsion, knotting, etc., all 
contribute to disaster. Poor or absent vascularization of 
the villi would also appear to be an important con- 
tributory factor in abortion. So far, then, Dr. Javert has 
from his material made many interesting suggestions and, 
perhaps for the first time, has given us a real idea of the 
causes of abortion in their relative order of frequency. A 
special chapter on the pathology of habitual abortion 
introduces the author’s ideas on the importance of the 
psyche in determining the onset of abortion in many of 
these unfortunate women. He also discusses the possible 
relation of poor nutrition, especially of a minor vitamin 
deficiency, to this condition. 

Part III of the book is devoted to clinical management 


and diagnosis. The reader may be somewhat surprised 
when he reads that Dr. Javert defines some sixteen 
different varieties of abortion including the rather odd 
one of a phantom abortion. By this he refers to one of 
those embarrassing occasions when a patient with perhaps 
a metropathia has been treated as a threatened abortion 
before the true diagnosis became apparent. In this 
section of his book Dr. Javert discusses certain maternal 
factors concerned with the onset of abortion. These 
factors are extremely diverse and vary from the possible 
effect of orgasm in precipitating decidual haemorrhage 
to the effect of minor mineral deficiencies. 

Part IV of the book is entitled ‘“Psychosomatology” 
and this is great fun. All will enjoy reading Dr. Javert’s 
views on the whole question of the psyche in abortion. 
It is in this part of the book that he lays down his method 
of treatment of recurrent abortion. The primary attack 
is on the psyche and this can be summed up by the con- 
traction T.L.C.—‘“tender ioving care”. The patient 
should be helped in every way to get rid of her fears, 
conscious or subconscious. The author also recommends 
the use of vitamins, particularly vitamin C and vitamin 
K, in order to protect the endothelium of the decidual 
vessels, and the administration of minerals in the form 
of calcium and iron. Unusually, he has little faith in 
endocrine preparations and, in fact, throughout this 
whole volume pays perhaps rather scant attention to the 
possible importance of progesterone in relation to these 
conditions. 

The illustrations in this textbook are outstandingly 
good. Many of the photomicrographs and the line- 
drawings are quite unique and are extremely helpful in 
understanding the text and there is not a shadow of doubt 
that they will be copied in many other textbooks. In 
addition to the more orthodox illustrations, Dr. Javert 
has introduced many sketches of a witty nature, in which 
a stork appears quite frequently. These little sketches are 
well drawn and very often express, in few lines, what 
would take a whole paragraph of text. We congratulate 
Dr. Javert on his courage in introducing a little light relief 
into a rather sombre gynaecological subject, and in doing 
so we would like to congratulate his artist, Miss Ann 
Ogden, also. Readers will remember these illustrations 
long after other parts of the text have faded from their 
minds 


No important book on abortion has appeared in the 
English language for many years, and, in fact, as the 
author reminds us, the last major contribution to the 
literature of abortion, from the point of view of a text- 
book, was that written by Taussig many years ago (1938). 
All interested in the problem of abortion will read this 
book with great pleasure and much profit, and if they do 
not entirely agree with Dr. Javert’s ideas of the relation 
of the psyche to abortion and recurrent abortion, they 
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“The Normal Child.” By R. S. ILtinGwortH, M.D., 
F.R.C.P. Second edition. Pp. xii+356, with 69 
figures. J. & A. Churchill Ltd., London, 1957. 
Price 33s. 

Tue following quotations from the author’s preface to 

the first edition, which was published only four years ago, 

indicate the purpose of this book. 

“In some teaching schools, there is too much 
on the rare and the ‘interesting’, and too little emphasis 
on the common conditions which form the large bulk of 
family practice. In the case of children, many of these 
common conditions consist of variations from the 
normal which hardly amount to disease, but which cause 
a great deal of anxiety and concern to the parents. The 
doctor may leave the medical school ill-equipped to deal 
with them. 

“It is because I felt that this knowledge of the normal 
is not easy to acquire from the available textbooks that 
this one was planned.” 

Professor Illingworth has succeeded admirably in this 
purpose and this book will be of great value to all con- 
cerned with child health, including the obstetrician. 

The book is divided into four sections. Seven chapters 
are concerned with infant feeding, seven with the normal 
physical attributes of the infant and toddler, four with 
problems of development about which Professor Illing- 
worth has particular expert knowledge, and eleven with 
behaviour problems. 

The subject of the normal child is one that is beset 
with oft-repeated, but not always wise saws. But in this 
book everything is subjected to careful scrutiny, by 
critical appraisal of the literature (nearly 500 papers are 
referred to) and by the author’s own shrewd observations. 

The section on behaviour problems is perhaps less 
satisfactory than the remainder of the book, owing to 
the author’s implicit lack of sympathy with the modern 
concepts of dynamic psychology. Nevertheless he has 
obviously given careful thought to this difficult subject 
and his advice, if not very profound, is sane and kindly. 


“The Metabolic Response to Neonatal Surgery.” By 
P. P. RicxuaM, M.S., D.C.H., F.R.C.S. Pp. ix+93, 
with 9 charts and 10 tables. Oxford University Press, 
1957. Price £2. 

Miss I. ForsHALL and the author of this book have 

developed a highly successful neonatal surgery unit at 

the Alder Hey Children’s Hospital, Liverpool. Mr. 

Rickham states that the mortality for major surgical 

procedures in neonates fell from 76 per cent in 1949 

to 25 per cent in 1952 and is still falling. He largely 

attributes this, not to improvements in surgical or 
anaesthetic technique, but to more efficient pre- and post- 
operative management. It was in an attempt to put this 
management on a more scientific and less empirical basis 
that the study, which is reported in this book, was carried 
out. 
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The greater part of the book is devoted to a careful 
analysis of balance studies and other investigations in a 
mere nine cases of newborn babies undergoing major 
surgery. But the study of these babies involved no less 
than 3,500 chemical analyses and each case is discussed 
in detail. 

There then follows a section in which the author 
reviews, perhaps somewhat uncritically, firstly metabolic 
deviations shown by adults undergoing operation, and 
secondly the differences between the metabolism of 
normal newborn infants and other individuals, Then in 
the light of the knowledge gained from his nine cases, 
supplemented by the clinical experiences of over 300 
others, less intensively studied, Mr. Rickham attempts 
an integration of these two sets of knowledge to illustrate 
the metabolic changes in surgery of the newborn. 

The practical applications of this work can be found 
in eight pages at the end of.the book. The author 
recommends only four laboratory tests as a guide to 
post-operative treatment, but he does not make it clear 
how, in practice, the results of these tests cause one to 
modify routine measures. Indeed, one estimation, that of 
the blood urea, is admitted to be misleading and of little 
value “‘unless (a high blood urea) is confirmed by the 
patient’s clinical appearance”. Much sensible advice is 
contained in this section, but it gives the impression that 
one is back to (perhaps enlightened) empiricism again. 
Nevertheless, this book will be of interest to all concerned 
with the care of newborn babies undergoing surgery, not 
only for the practical advice, but because it illustrates the 
difficulties of metabolic investigation in the newborn and, 
by implication, the large gaps in our knowledge. 


“The Essentials of Paediatrics for Nurses.” By I. 
Kessett. E. & S. Livingstone Ltd., Edinburgh, 
1957. Price £1 1s. 

In 200 small pages less the space occupied by 88 photo- 

graphs, the author has attempted to condense available 

information about disease of children, relatively few 
pages being devoted to the normal child and infant 
feeding. The subject matter is well chosen and the text 
is up to date in detail. As a small cram book for the 
medical student in his final year, it can be recommended. 

But the work is intended “to meet most of the medical 

requirements for paediatric nurses”. Helpful as such a 

book would be, it is difficult to recommend this one for 

the following reasons. 

Far too little is explained; on every page terms are 
introduced which will baffle the average student nurse. 
For instance on page 9 the term “hyaline membrane 
syndrome” is introduced and its causation and treatment 
discussed. But the author does not say why the membrane 
is called “hyaline”, where it is to be found or why it 
causes asphyxia. In the preface the author states that 
“Stress has been laid throughout the work on the basic 
principles of this important branch of medicine”, but a 
careful reading shows no evidence that this is so. To give 
one example, dehydration and its treatment is mentioned 
on pages 51 and 52, but no consideration is given to the 
appearance and behaviour of a dehydrated child, nor to 
the reasons for dehydration’s potentially disastrous effects. 
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will nevertheless pay great tribute to the skill with which a 
he has developed his thesis. The book is impeccably stud 
produced. past 
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BOOK REVIEWS 


Judging by the sample questions listed at the eud, the 
student nurse will, if she learns this book by heart, just 
pass her examination, but she will not greatly 
her understanding of sick children. 


“Biologische Daten fiir den Kinderartz.” Edited by 
J. Brock. Second edition. Two volumes. Pp. 183, 
with 255 figures. Springer-Verlag, Berlin, 1954. Price 
£16 18s. 6d. 

We are constantly reminded of the diligence of the 

Germans and these volumes provide a striking example 

from the field of medical literature. It is the second 

edition of a work which first appeared in the 1930s, 
mainly under the authorship of the present editor, 

Professor Joachim Brock of Hamburg. 

The secend edition is the work of twenty-six contri- 
butors and covers every aspect of human growth and 
development, with detailed consideration of physiology, 
biochemistry, nutrition, defence against infection, 
psychology and vital statistics relating to foetal life, 
infancy, childhood and adolescence. Yes, even the 
psychology of the foetus receives a mention! 

In parts, these volumes give the impression of com- 
pilation of data rather than a critical review of existing 
knowledge. But throughout authorities are named 
(some 7,000) and this work should prove a most valuable 
reference book for all concerned with human physiology 
and pathology between conception and adult life. 


“Gynecologic Surgery and Urology.” By THomas L. 
Batt, M.D. With Foreword by R. GorDON 
Doua.as, M.D. Pp. 547, with 161 full-page plates. 
Henry Kimpton, London, 1957. Price 150s. 

Art first glance this beautifully produced book appears 

to be yet another comprehensive reference encyclopaedia 

illustrating, by excellent pen drawings, all the procedures 

a gynaecological surgeon should be able to do, and con- 

sequently to be compared with our own books by Bonney 

and Wilfrid Shaw, or Te Linde’s or Langdon Parson’s. 

A second glance, however, reveals that there is here a 

great deal more than an illustrated guide to operations, 

namely a deep and careful study of gynaecological 
anatomy, pathology, and even psychological problems. 

As Professor Gordon Douglas points out in his foreword, 

Dr. Ball puts an excellent case throughout the book for a 

“regional” approach to gynaecological surgery, believing 

that the gynaecologist should be able to deal with “‘all 

contingencies” in the pelvis. 

The advice on technique is beyond criticism and many 
procedures not hitherto performed by the reader could 
confidently be approached after perusal of Dr. Ball’s 
text. In his advice on indications for operations and in 
planning operations there are many valuable hints such 
as, “There is no place in modern gynaecology for the 
attitude that ‘if this doesn’t work, we can try a sling 
operation or scmething else’,” and “‘small or inadequate 
biopsies have no place in gynecology and only add to the 
pathologist’s difficulties”. The author follows Emil 
Novak’s teaching that subtotal hysterectomy is justifiable 
in endometriosis, where the operation must be made to 
fit the patient and her symptoms, and not vice versa. 
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“Occipito-Posterior Positions.” By Ep>warp L. KING, 
A.B., M.D., F.A.C.S., F.A.C.0.G. Pp. vii+106, 
with 60 figures. Charles C. Thomas, Illinois, U.S.A., 
and Blackwell Scientific Publications, Oxford, 1957. 
Price 27s. 6d. 

Tuis is Volume 310 in the American Lecture Series. 

These volumes are well known and, on the whole, have 

proved a valuable contribution to modern medical 

literature. Those monographs dealing with obstetrical 
and gynaecological subjects have varied greatly in quality 
and importance, but this volume, written by Emeritus 

Professor King of New Orleans, well repays careful 

reading, 


The book is mainly concerned with the techniques of 
rotating the head in posterior positions. While manual 
rotation is adequately described, much greater attention 
is given to forceps rotation, following common American 
practice, and no less than thirteen techniques using nine 
different types of instrument are included. But the 
balanced comment and practical approach of the author 
offer a proper assessment of their usefulness and avoid 
confusion. 

The illustrations are clear, and neatly complement the 
text. The bibliography is fairly cosmopolitan but one 
would like to have seen reference to Lamond Lackie’s 
early description of a technique of manual rotation which 
seems to have become “Pomeroy’s manceuvre”. 


“Textbook of Midwifery for Students and Practitioners.” 
By R. W. Joxunstone, Emeritus Professor of 
Obstetrics and Gynaecology, University of Edin- 
burgh, and R. J. Ketiar, Professor of Obstetrics 
and Gynaecology, University of Edinburgh. Seven- 
teenth edition. Pp. xvi+582, with 295 illustrations. 
A. & C. Black, London, 1957. Price 35s. 

Tuis new edition of “Johnstone” appears but two years 
after the sixteenth. The latter was favourably reviewed in 
these columns in December, 1955 and it is heartening to 
note that several of the suggestions made then have been 
acted upon. Thus new material in this edition includes 
accounts of the technique of pudendal block, hyaline 
membrane and afibrinogenaemia; with regard to the last 
mention might have been made of the value in therapy of 
plasma as a source of fibrinogen. A more clear-cut dis- 
tinction between third stage bleeding and true post- 
partum haemorrhage might simplify a common practical 
problem for student and practitioner, both of whom will 
be puzzled by the omission of discussion of the value of 
prophylactic intravenous ergometrine. 

Altogether, this new edition of a sound and reliable 
old favourite, well revised especially in regard to ante- 
partum haemorrhage, renal failure and rhesus iso- 
immunization, maintains the high standard of its popular 
predecessors. 


“Fluid Balance Without Tears, or, The Child’s Guide to 
Electrolytes.” By G. L. Bunton, M.Ch., F.R.C.S., 
University College Hospital, London. Pp. 29. 
Price 4s. 6d. 

Tuis pithy little booklet is a handy practical guide to 

problems of fluid and electrolyte balance before and after 


is added by the cartoon illustrations, 
even if the artist confuses potassium with phosphorus. 
This booklet would make a most useful and inexpensive 
seasonal gift from consultant to house-surgeon—or vice 
versa. 


“*Eden and Holland’s Manual of Obstetrics.” By 
ALAN Brews, M.D., M.S., M.R.C.P., F.R.C.S., 
F.R.C.0.G. Eleventh edition. Pp. xii+751, with 
432 illustrations, 12 in colour. J. & A. Churchill, 
London, 1957. Price 63s. 


atony in the second stage best treated by morphia or 
pethidine? Is it wise to advise when the placenta is 
retained but there is no bleeding that manual removal be 
deferred for at least 2 hours? Is immediate surgical treat- 
ment always the best course in missed abortion? Is 
pitocin in the advised concentration of 1 in 500 not 
unnecessarily strong for intravenous drip? 

The general approach of this book may be conservative 
but the illustrations are more than liberal, with the photo- 
micrographs outstanding in quality. The reader will 
value the thoughtful addition of a guide to further reading 
at the end of each section, but the contents of these guides 
could be further pruned. He would appreciate more exact 
and more frequent guidance as to the scope and limits of 
domiciliary midwifery today. He will certainly be grateful 
for the excellent appendices on diet, physiotherapy and 
social services in pregnancy and on the use and equipment 
of the obstetric flying squad. 


“Textbook of Gynecology.” By Emm Novak, A.B., 
M.D., D.Sc.(Hon.), F.A.C.S., F.R.C.0.G. (Hon.) 
and Epmunp K. Novak, A.B., M.D., F.A.C.S. 
Fifth edition. Pp. xii+842, with 543 illustrations, 
many in colour. Bailli¢re, Tindall & Cox, London, 
1956. Price 88s. 

THE appearance of the new edition of this well-known 

textbook has been overshadowed by the death of its 

celebrated senior author. 

It retains the high standard that has made its pre- 
decessors so popular. Many new and improved illus- 
trations have been added and the chapters on Tuber- 
culosis and Uterine Cancer have been rewritten. 

Emil Novak’s unrivalled authority in the sphere of 
gynaecological pathology is reflected throughout the 
book both in the text and in the excellent choice and 
standard of the illustrations. 

The general teaching is similar to that of English 
textbooks with here and there a difference in emphasis. 
Thus it would seem that tuberculosis of the endometrium 
does not occupy so important a place in the study of 
Sterility in the States as it does in this country. It is 
interesting to note, also, that the authors still insist on 
the well-known view of Dr. Emil Novak that the primary 
pelvic focus of tuberculosis is always in the tubes. This 
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extreme view has now been seriously challenged by the 
observations of some British workers. 

In the chapter on Carcinoma of the Cervix the authors 
include an interesting assessment of the value in diagnosis 
of Hinselmann’s colposcope and the Schiller Test. 

Some readers will regret the absence of the usual text- 
book section on operations. The authors are unrepentant 
about this omission and, as their book is intended for 
students and practitioners, their decision has much to 
commend it. 


“Combined Text-book of Obstetrics and Gynaecology.” 
Edited by DuGALD Bairp, B.Sc., M.D., F.R.C.O.G. 
Sixth edition. Pp. xi-+936, with 492 illustrations, 27 
in colour. E. & S. Livingstone, Ltd., Edinburgh and 
London, 1957. Price 95s. 

PROFESSOR BairD and his colleagues are to be congratu- 

lated upon effecting a reduction.in size of one-third for 

the sixth edition of what is a unique and popular book. 

Once more it is a convenient size to handle without 

Strain on the binding. 

Its merits are already too well known to require 
elaboration in detail. It is in three parts dealing respec- 
tively with normal obstetrics, abnormal obstetrics and 
gynaecology. The text is a skilful blend of simple logic, 
scientific facts, statistical data and clinical observations. 
Carefully chosen references are included for additiona! 
reading. As might be expected in a composite volume, the 
style varies from one chapter to another. Whether the 
approach is essentially scientific as in the chapter “The 
Toxaemia of Pregnancy” or strictly practical, as in ““The 
Psychological Aspects of Obstetrics and Gynaecology”, 
the result is equally effective with no suggestion of 
mediocrity anywhere. 

In relation to the overall excellence of the whole 
presentation small points of dispute melt into insignifi- 
cance. The illustrations are a special feature, for they 
are numerous, both in black and white and colour, and 
of uniform and outstanding quality. 

The sub-title indicates that the book is intended for 
“students and practitioners”. Indeed, all who are 
interested in obstetrics and gynaecology will find this 
book a boon companion, whether it is used in prepara- 
tion for qualifying and higher examinations or as a work 
of reference in routine practice or in an emergency. 


“Fluid Balance in Surgical Practice.”” By L. P. LeQuesne, 
D.M., F.R.C.S. Second edition. Pp. v+140, with 
42 illustrations. Lloyd-Luke Ltd., London, 1957. 
Price 20s. 
Rapip progress in the field of fluid and electrolyte 
balance explains the early appearance of this second 
edition of a well proven monograph. The extent and 
limitations of present-day knowledge are presented with 
clarity in spite of the complexity of the subject. Promi- 
nence is given to Man’s remarkable powers of recovery 
from physical trauma and one can but be thankful for the 
remarkably small deviation from the normal following 
most gynaecological procedures. Surgeons who practise 
ultra-radical surgery for pelvic cancer owe it to their 
patients to master the secrets of fluid balance for it is not 
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always possible, if indeed desirable, to delegate these 
responsibilities. In these cases the loss of water, sodium, 
potassium and nitrogen, which follows all operations as a 
result of adrenocortical overactivity in response to stress, 
is exaggerated and complicated by the disturbances 
caused by uretero-intestinal anastomosis. 

The chapters dealing with dehydration and anuria are 
of interest to the obstetrician, although these problems 
are not dealt with from his particular point of view. 

Whatever the nature or cause of imbalance the treat- 
ment depends as much on careful clinical assessment as 
on accurate biochemical determinations. The purpose of 
this book is well served for it engenders a healthy respect 
for the response to trauma and for the difficulties of 
adequate replacement therapy to restore balance. 


“Obstetrics and Gynaecology for Nurses.” By G. W. 
GARLAND, M.D., M.R.C.O.G., and Joan M. E. 
Qurxey, S.R.N. Pp. xii+188, with 58 illustrations. 
English Universities Press, Ltd., London, 1956. 
Price 10s. 6d. 

COMPRESSION of the two subjects of obstetrics and 

gynaecology within 200 pages of ordinary print in itself 

eliminates irrelevances and ensures concentration on 
fundamentals only. The facts are here presented succinctly 
and there are very few points of dispute. A short glossary 
of terms makes a good start, but the over-use of heavy 
print to emphasize individual words occasionally defeats 
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its own object. With one or two exceptions, the illus- 
trations are good. 

The book is worthy of the attention of nurses in 
training, especially those who intend to proceed to 
midwifery. 


“Bantu Gynaecology.” By G. P. CHARLEWoop, M.B., 
Ch.B., F.R.C.S.(Ed.), F.R.C.O.G. Pp. 172, with 
40 illustrations. Witwatersrand University Press, 
Johannesburg, 1956. Price 36s. 
Tuts book, which is obviously written for local circulation 
in South Africa, is intended to glorify the Bantu race, 
even in the gynaecological sense. At once, however, it 
becomes apparent that these noble people are ravaged by 
diseases which follow in the wake of poverty, ignorance 
and neglect. In consequence, the author is able to present 
a massive experience of venereal diseases, pelvic in- 
flammatory lesions, advanced extra-uterine pregnancies 
and obstetric birth injuries, including vesico-vaginal 
fistulae. Treatment is fundamentally identical with that 
in use in European and American clinics. The low 
incidence of carcinoma of the uterus and ovary is partly 
explained by the short expectation of life, which is at 
least ten years less than that of the indigenous Europeans. 
The only chapter which is of special interest is that in 
which Professor O. S. Heyns presents his well-known 
observations on the extremely low incidence of prolapse 
in Bantu women. 


“THE FOUNDATION PRIZE” OF THE AMERICAN : 
ASSOCIATION OF OBSTETRICIANS AND : 
GYNAECOLOGISTS 


THE award which shall be known as “‘The Foundation Prize” shall consist of 
$500.00. 

Eligible contestants shall include only (a) interns, residents or graduate students 
in obstetrics and gynaecology, and (b) persons with an M.D. degree, or a scientific 
degree approved by the Prize Award Committee, who are actively practising or 
teaching obstetrics, gynaecology, or engaged in research in these fields. No fellow of | 
the Association shall be eligible to compete for this prize, and no candidate securing 4 
the award shall be eligible to compete again. . 

Three copies of all manuscripts and illustrations must be in the hands of Jean 
Paul Pratt, M.D., Henry Ford Hospital, Detroit, Michigan, President of the 
Foundation, before Ist April, 1958. 

Enquiries for further details should be addressed to the Secretary, E. Stewart 
Taylor, M.D., University of Colorado School of Medicine, 4200 East Ninth Avenue, 
Denver, Colorado. 
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PHYSIOLOGY there is an increase of weight of about 3 pounds during the 


1. Experimental Study of the Action of Dolantin on the 
Uterine Musculature of Sheep and Goats. (Experimentelle 
Untersuchungen iiber die Wirkung von Dolantin auf die 
Uterus-muskulatur von Schafen und Ziegen.) 

By D. ANTONOPOULOS and S. Souras. Zbi. Gyndk., 79, 
1237-1241. 1957. 4 figs. 16 refs. 

The authors, reporting from the University of Athens, 
suspended the bicornuate uterus of 74 juvenile sheep and 
goats in fresh Tyrode solution. The free end of a horn 
was connected to a recording apparatus and the effect of 
Dolantin [similar to Pethidine] in dilutions varying from 
1: 200,000 to 1:20,000 was observed. With a concen- 
tration of 1:20,000 complete relaxation and arrest of 
activity resulted. Normal uterine activity was resumed 
when the Dolantin solution was washed out. With higher 
dilutions tonus of the uterus increased but the amplitude 
of contractions diminished. 

In one group of experiments oestrogens, in another 
progesterone, and in a third chorionic gonadotrophin 
were added to a 1: 20,000 solution of Dolantin. None of 
these influenced in any way the inhibitory action of 


Dolantin. Bruce Eton 
2. Variations in Body Weight and Salivary Sodium in 
the Menstrual Cycle. 


By L. C. CHestey and L. M. HELLMAN. Amer. J. 
Obstet. Gynec., 74, 582-590. Sept. 1957. 4 tables. 3 figs. 
15 refs. 

Studies of 23 women during menstrual cycles failed to 
confirm the view usuaily held that in 30 per cent of women 


pre-menstrual week. The average body weight is slightly 
increased on the 9th and 10th pre-menstrual days with a 
fair plateau thereafter. The increase however was not 
more than a quarter pound. In the last 10 days before 
menstruation the salivary sodium concentration is slightly 
decreased which suggests increased activity of salt- 
retaining hormones at that time. 


F. J. Browne 
PREGNANCY 
3. The Endocrine Control of Myometrial Contractility in 
the Uterus of the Pregnant Rabbit. 


By L. P. BenGtsson. Amer. J. Obstet. Gynec., 74, 
484-493. Sept. 1957. 1 table. 8 figs. 10 refs. 
In an experimental study of endocrine control of the 
myometrium of the live rabbit at different stages of 
pregnancy it was found to be strongly progesterone- 
dominated during the first 29 days of gestation (pregnancy 
lasts 32 days in the strain of rabbit used), contractions 
being weak, irregular, and frequent. From the 29th day 
progesterone domination declines till the 32nd day when 
labour occurs. A few hours before delivery the myo- 
metrium is chiefly oestrogen dominated, its excitability 
and working capacity being maximal, but 48 hours after 
delivery it has declined to the value obtained in the non- 
pregnant animal. It is concluded that progesterone with- 
drawal satisfactorily explains the onset of labour in the 
rabbit. 
F. J. Browne 
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4. Function of Aldosterone in the Metabolism of 
Sodium and Water in Pregnancy. 

By M. G. Rinsier and B. Ricsy. Brit. med. J., 2, 
966-969. Oct. 26, 1957. 2 figs. 24 refs. 

Twenty-four hour specimens of urine were obtained at 
four-weekly intervals from 6 normal and 3 diabetic 
pregnant women and the aldosterone content estimated. 
Similar estimations were undertaken on one or more 
occasions between the 28th and 40th weeks of pregnancy 
in 19 patients with pre-eclampsia and 10 diabetic patients, 
4 of whom had hypertension and oedema. 

The considerable rise in the amounts of aldosterone 
found in the urine of normal pregnant women as preg- 
nancy progressed was thought to be a physiological 
response by the adrenal cortex to maintain the extra- 
cellular fluid volume in the face of loss of sodium and 
water into the maternal cells and into the products of 
conception. 

Diabetic patients tended to excrete even more aldo- 
sterone than normal pregnant women. This may be due 
to the greater demand for sodium and water by the tissues 
of the larger foetus and by the increased volume of 
amniotic fluid. . 

‘Patients with pre-eclampsia were found to have a 
lower urinary aldosterone output than those with 
normal pregnancies and it is concluded that some 
agency other than aldosterone is responsible for the 
further sodium retention and oedema in pre-eclampsia. 

R. W. Grayburn 


5. First Demonstration of a Direct Transmission into 
the Maternal Circulation of a Contrast Medium through 
the Placenta in Situ. (Erstmaliger Nachweis eines 
diaplazentaren Ubertrittes von Kontrastmittel aus der 
haftenden Plazenta in den miitterlichen Kreislauf.) 

By E. Letnzincer. Zb/. Gyndk., 79, 1269-1274. 1957. 
4 figs. 6 refs. 

The author reports the findings in a case of retained 
placenta without haemorrhage where Diodone was 
injected into the umbilical vein and could be demon- 
strated in the urinary tract of the mother after delivery 
of the placenta. 

This original observation indicates that even sub- 
stances of a high molecular weight can pass the placental 
“barrier”. It suggests a method of investigating the 
permeability of the placenta to various elements, 
vitamins, hormones and other substances. 

Bruce Eton 


6. Radiology of the Female Breast in the Diagnosis of 
Pregnancy. (Die Réntgenaufnahme der weiblichen Brust 
(Mammogramm) als Schwangerschaftsnachweis.) 

By K. Focuem and G. Narik. Geburtsh. u. Frauenheilk., 
17, 957-963. Oct. 1957. 6 figs. 5 refs. 

The author, working in the gynaecological clinic of the 
University of Vienna, describes a soft-tissue radiographic 
technique for demonstrating the vascular and glandular 
structure of the breast. 

An unscreened film is placed under the breast, with the 
patient lying on her side. The tube distance is 40-50 cm. 
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An exposure of 20K V with 200 MAS is given. Develop- 
ment should be controlled visually. 

In a normal breast, a fine branching network of 
shadows, resembling the fine markings of marble, is seen. 
The markings are particularly prominent in the periphery. 
The appearances do not differ very much during the 
different phases of the menstrual cycle. 

In the pregnant breast the markings are thicker, 
crowded together, and obscured by soft poorly-defined 
patches. These characteristic changes are present from 
the 6th week of pregnancy, but are most marked during 
lactation. 

Of 104 cases of doubtful early pregnancy, ectopic 
pregnancy, etc., the radiological diagnosis was correct in 
97. 


Peter J. Huntingford 


7. The Value of Gonadotrophin Estimations in the 
Prognosis of the Course of Pregnancy. (Uber die 
Bedeutung der Gonadotrophin Bestimmung fiir die 
Prognose des Schwangerschaftsverlaufes.) 

By F. and V. SaLvaTierRA. Arch. Gyndk., 
189, 180-183. 1957. 4 figs. 

In 163 women gonadotrophin excretion estimations 
in urine were carried out at least twice during the course 
of normal pregnancies. According to the figures obtained 
pregnancy was subdivided into 6 stages: 

(1) Up to the 40th day: test often negative. Amount of 
gonadotrophin excreted under 2,000 i.u./litre. 

(2) From the 41st-60th day: average excretion 68,000 
i.u./litre (2,000-150,000 i.u.). 

(3) From the 61st-80th day: average excretion 101,000 
i.u./litre (20,000-300,000 i.u.). 

(4) From the 81st-100th day: average excretion 83,000 
i.u./litre (10,000—300,000 i.u.). 

(5) From the 101st-120th day: average excretion 52,000 
i.u./litre (5,000—180,000 i.u.). 

(6) From the 121st-term: average excretion 22,000 
i.u./litre (2,000-90,000 i.u./litre). 

There were great individual variations. Three different 
individual excretion curves are shown which were 
regarded as hypergonadotrophic, normal and hypo- 
gonadotrophic. In general the type of curve could be 
predicted from the excretion figures between the 41st— 
60th day. 

In 41 pregnant women whose pregnancies ended in 
abortions preliminary excretion values were within the 
lower average figures of normal. It appeared that values 
under 30,000 i.u. during the first trimester were of bad 
prognostic significance especially when ing between 
the 61st and 80th day; when the values were low, 55 per 
cent of women aborted. 

Two different types of abortions were observed: (a) 
those with a continuous falling off of gonadotrophin 
excretion to figures between 10,000 i.u. and zero, associ- 
ated with minimal blood loss and the shedding of a mole 
or pathological ovum; (6) those with normal gonado- 
trophin excretion associated with pain, severe blood loss 
and in which the shed ovum was often viable. 
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The determination of gonadotrophin excretion proved 

a valuable prognostic aid. Haemorrhage leading to 

abortion was generally accompanied by low gonado- 

trophin values, whereas gonadotrophin values remained 

normal when the bleeding was not followed by abortion. 
E. Wachtel 


8. Intravaginal Measurement of Radiation Dose 
Incident to X-ray Pelvimetry and Hysterosalpingography. 

By R. BERMAN and B. P. SONNENBLICK. Amer. J. Obstet. 
Gynec., 74, 1-12. July 1957. 6 tables. 7 figs. 8 refs. 

The radiation dose in 13 women towards the end of 
pregnancy was measured during X-ray pelvimetry by 
means of an ionization chamber in the posterior vaginal 
fornix. Four views were taken, inlet, outlet, and two 
lateral. The average intra-pelvic dose was 2-9 r but one 
woman got more than 4 r. In hysterosalpingography the 
average intra-pelvic dose for each film was 0-6 r and 
the average total dose from 5, 6 or 7 exposures was 3-5 r. 
This is increased during fluoroscopy largely because the 
exposure time is longer. At the same time the radiologist 
who controls the fluoroscopy and the gynaecologist who 
injects the contrast substance are subjected to radiation 
from back scatter and possibly inadequate protection. 

All ionizing radiation, no matter how small, is un- 
desirable and potentially harmful to human tissues. The 
exposure factors for each film should be selected so that 
the least amount of radiation necessary to yield a film of 
high quality will be used, and the size of the field exposed 
and the number of films reduced to a minimum. 

During pregnancy the ovaries are raised out of the 
pelvis and so are not in the direct line of the X-rays. The 
dose they receive is therefore probably much less than the 
intra-pelvic dose. The dose to the foetal gonads cannot 
at present be measured but should not be overlooked. 
In hysterosalpingography the dose to the ovaries is 
approximately the same as the intra-pelvic dose—an 
important consideration as many of these women later 
become pregnant. Genetic damage may be caused that is 
detrimental to progeny in first or later generations. 

In spite of these risks a proper sense of proportion is 
necessary in weighing the hazards against the benefits. 
There should be no hesitation in utilizing indicated 
diagnostic procedures in obstetrics and gynaecology if 
the technique is properly carried out. 

F. J. Browne 


9. A New Radiological Method of Estimating the 
Length and Maturity of the Foetus in Utero. (Neue 
Réntgenmethode zur Bestimmung von Linge und 
Entwicklungsgrad des intra-uterinen Fetus.) 

By Z. Zsepix. Gyndik., 79, 1295-1298. 1957. 
2 figs. 17 refs. 

In a study of X-ray films of 500 mature neonates the 
distance between the upper contour of the first and the 
lower contour of the fifth lumbar vertebra was measured. 
The ratio between this measurement and the total length 
of the body was found to be 1: 11. Further measurements 
were made on 100 pregnancy films. With an anode-film 
distance of 1 metre, using a Bucky table, there was an 
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increase in the apparent length of the lumbar spine by 
8-12 per cent. It follows that the total body length of the 
foetus can be calculated by multiplying by ten the 
distance measured in millimetres and expressing the 
result in centimetres. 

The method can only be used from the sixth month 
onwards when all lumbar vertebrae are radiologically 
detectable. The margin of error amounted to +2 per 
cent. 

Bruce Eton 


10. The Treatment of Pre-eclamptic Edema with 
Acetazoleamide (Diamox). 

By W. J. Dieckmann, J. HaRRop and A. MCNARDO. 
Amer. J. Obstet. Gynec., 73, 789-800. Apr. 1957. 9 tables. 
17 refs. 

The authors were unable to remove all the abnormally 
retained water and electrolytes in patients with pre- 
eclampsia with Diamox. A possible explanation of this 
failure may be that some of the retained fluid is intra- 
cellular and is not released till the placenta is expelled. 
In pseudo pre-eclamptics, however, i.e., patients with 
oedema and/or abnormal weight gain, usually with only 
slight hypertension and/or proteinuria, and who appear 
to have mild pre-eclampsia, Diamox will cause varying 
degrees of loss of weight together with an increase in 
urine volume and sodium elimination. A diet very low in 
sodium and potassium will have the same effect but may 
need slightly longer time. The combination of Diamox 
and diet is still more effective. If the patient remains on 
the diet in many cases oedema will not recur, and in those 
in whom it does the accumulation is slow. 

Patients with true pre-eclampsia had a slow elimination 
of sodium and water and a poor response to Diamox and 
diet or to Diamox alone, and it was not possible to 
eliminate all oedema until several days after expulsion of 
the placenta. It is believed that there is a prodromal stage 
of pre-eclampsia when conditions are reversible; Diamox 
and other diuretic drugs are effective in this period but 
when pre-eclampsia is established the fluid retention is 
irreversible until the placenta has been expelled. 

F. J. Browne 


1i. Facts Pertinent to the Etiology of Eclamptogenic 
Toxemia. A Summation of Previous Observations (1930- 
1955). 

By R. A. BarRTHOLOMEW, E. D. Corvin, W. H. 
Grimes, Jr., J. S. Fish, W. M. Lester and W. H. 
GaLLoway. Amer. J. Obstet. Gynec., 74, 64-84. July 
1957. 1 table. 11 figs. 68 refs. 

The authors believe that the cause of eclampsia is toxic 
substances absorbed from placental infarcts of foetal 
origin, due to spasm of the sphincters in the foetal 
placental veins. The cause of this spasm is probably 
oxytocin which increases in pregnancy but is kept in 
abeyance by progesterone, acetylcholine and pitocinase. 
Gradually, but sometimes suddenly, oxytocin is released 
from these inhibitory factors by a fall in progesterone 
and conjugated oestrogens. Mineralocorticoids produced 
by the adrenal cortex, by causing retention of sodium 
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and water sensitize the vascular system, including the 
foetal venous sphincters, to pitocin. From the infarcts 
eclamptogenic toxins are liberated, including thrombo- 
plastin, which can cause abruptio placentae by sub- 
placental clot formation and occasionally afibrino- 
genaemia. Work is proceeding in an attempt to identify 
the exact nature of the products of placental necrosis 
which are probably more concerned with pre-eclampsia 
and eclampsia. 
F. J. Browne 


12. A Review of Toxaemic Cases from 1951-1955 in 
King George Hospital, Visakhapatnam. 

By R. PraBHAvati. J. Obstet. Gynaec. India, 8, 52-69. 
Sept. 1957. 13 refs. 

This paper is divided into two parts. The first part gives 
the numbers and details. of cases treated, the second 
expresses an opinion on the prognostic value of the 
estimation of blood uric acid, of retinoscopy, and of the 
cold pressor test in pregnancy toxaemias. 

During the years 1951-1955 the number of deliveries 
undertaken in the hospital concerned was 9,725. Pre- 
eclampsia supervened in 5 per cent of cases, eclampsia in 
1 per cent, and renal disease was present in 0-03 per 
cent. Fifty-five per cent were primigravidae. The vast 
majority were in the lowest income groups in India, and 
it is inferred that diet and environment were the main 
aetiological factors. Climatic conditions seemed to play 
some part, as the incidence of toxaemias rose in the cold 
season. 

There were 11 maternal deaths in the series, 6 from 
eclampsia and 5 from pre-eclampsia. Two per cent of all 
children born in the 5 years were reckoned to have died 
as a direct result of toxaemia of pregnancy. 

The blood uric acid values were estimated in a series 
of cases, and it was concluded that these values were 
higher in severe pre-eclampsia than in eclampsia. On 
ophthalmoscopy retinal changes were found to increase 
in severity with the progression of the disease, and the 
cold pressor test was thought to be of value in assisting 
diagnosis. 

John McKiddie 


13. Histogenesis of Pathological Processes in Placentas 
of Metabolic Disease in Pregnancy. I. Toxemia and 
Hypertension. 

By R. Burstetn, H. T. BLUMENTHAL and S. D. SouLe. 
Amer. J. Obstet. Gynec., 74, 85-95. July 1957. 1 table. 
10 figs. 27 refs. 

The most notable change in the placentas of patients 
with pregnancy toxaemia is an increase in the number of 
syncytial buds. In normals the average number of buds 
per unit field was 6-4 and in toxaemia 14-9. The number 
in the normals ranged from 2-0 to 11-3 and in the 
toxaemic patients from 5-0 to 24-7, and there were 11 of 
the 56 toxaemic placentas in which the number of buds 
per unit was below the highest count in the normal group. 
There was no apparent correlation between the number 
of buds and the severity of the toxaemia, nor could 
chronic hypertension be distinguished from true 
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toxaemia. It is thought that the increase may be related 
to altered steroid production by the placenta. 
F. J. Browne 


14. Maternal and Foetal Prognosis in Toxaemias of 


Pregnancy. 

By F. J. Browne. Med. J. Aust., 2, 198-200. Aug. 10, 
1957. 14 refs. 

Toxaemias of pregnancy are divided into pre-eclamptic 
toxaemia (70 per cent), chronic hypertension in pregnancy 
(25 per cent) and nephritis in pregnancy (less than 5 per 
cent). These can only be differentiated if the patient has 
come under observation before the end of the twentieth 
week. The immediate causes of eclamptic fits are a 
marked and sudden rise of blood pressure and oedema 
of the brain. The relative influence of each may vary in 
different patients. 

From the examination of 29 annual reports of British 
Hospitals, Browne finds that in 207 cases the maternal 
mortality rate was 3-3 per cent and the perinatal mor- 
tality rate was 20-7 per cent. This is unsatisfactory. At 
Cincinnati the maternal mortality rate was 1-5 per cent. 
(The perinatal mortality rate is not stated.) This satis- 
factory rate is achieved by the use of the alkaloids of 
veratrum viride, intravenous injections of dextrose, and 
intramuscular injections of 50 per cent magnesium 
sulphate solution. The prognosis in pre-eclamptic 
toxaemia depends mainly on early diagnosis. 

Great emphasis is sometimes laid on a diet of low 
carbohydrate content and low caloric value to keep the 
weight down so that the patient does not gain more than 
three-quarters of a pound per week. The author has 
never been convinced of the value of this except in so far 
as the weight control is due to sodium restriction to 
prevent oedema. Any abnormal weight increase or rise 
of blood pressure calls for more frequent examinations, 
mostly at less than weekly intervals. 

In pre-eclamptic toxaemia the foetal prognosis depends 
on the level of the blood pressure and the size of the 
placenta. 

If the blood pressure exceeds 160 millimetres of 
mercury there is apt to be dangerous spasm in the 
decidual arteries and in the afferent arterioles of the renal 
glomeruli. This latter causes damage to the capillary walls 
and protein leaks through into the tubules causing 
albuminuria. This is a bad prognostic sign for the foetus. 

If the diastolic blood pressure is raised it indicates 
peripheral arteriolar constriction which may reduce the 
blood supply to the placental sinuses endangering the life 
of the foetus. The danger level of diastolic blood pressure 
is about 100 millimetres of mercury. 

Albuminuria is not serious in itself but is a sign that the 
pressure has exceeded the danger level of 160 millimetres 
of mercury and may do so again. Albuminuria is always a 
late sign of pre-eclamptic toxaemia and if the foetus is to 
survive the mother’s blood pressure must be kept below 
160/100 millimetres of mercury. This is done by re- 
assurance, bed rest, sedatives and salt restriction. Patients 
admitted to hospital should stay in till delivered. If the 
placenta happens to be small its functional reserve 
is less. 
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The foetal prognosis in chronic hypertension is often 
surprisingly good for in these cases the circulatory system 
has become adjusted. There is a risk variously estimated 
at 20 per cent to 50 per cent that superimposed pre- 
eclamptic toxaemia will develop. Among 151 cases of 
chronic hypertension in pregnancy treated at University 
College Hospital from 1949 to 1952 the perinatal 
mortality was 8 per cent. 

Following pre-eclamptic toxaemia 20 per cent to 50 
per cent of women will develop chronic hypertension 
after delivery. Whether this will follow or not depends on 
the family background. 

Only if there is a concerted effort in which nothing but 
the best is good enough will eclampsia and pregnancy 
toxaemia cease to be the chief cause of maternal and 
foetal death and of premature birth. 

S. Devenish Meares 


Renal Biopsies from Patients with ‘“‘Toxemia of 


Pregnancy”’. 

By W. J. Dieckmann, E. L. Porrer and C. P. 
McCartney. Amer. J. Obstet. Gynec., 73, 1-16. Jan. 
1957. 3 tables. 3 figs. 21 refs. 

Biopsy material was obtained from the kidney during 
or at the termination of pregnancy in pre-eclamptic, 
eclamptic, and chronic hypertensive patients. The authors 
found variable amounts of thickening of the basement 
membrane of the glomerular capillaries, fibrillar material 
in the endothelial cells and narrowing of the capillary 
lumen. There was no constant correlation between the 
magnitude of these changes and the severity of the clinical 
symptoms. As the changes were present in both pre- 
eclampsia and chronic hypertension it is believed that they 
are secondary rather than primary, that is, they are the 
result of the disease rather than its cause. There was no 
evidence that the changes persist to be responsible for 
permanent kidney damage. 

F. J. Browne 


16. Blood Transfusion in Obstetric Haemorrhage, With 
Reference to Value of Estimations of Blood Volume. 

By W. G. MacGrecor and A. D. Tovey. Brit. med. 
J., 2, 855-859. Oct. 12, 1957. 21 refs. 

There is a tendency to under-transfuse cases of obstet- 
rical haemorrhage. Possible reasons for this are: 

(a) A patient may be deficient by as much as 30 per cent 
of normal circulating blood volume with no clinical 
evidence in the form of variations in pulse rate and 
blood pressure. 

(6) Blood pressure in accidental haemorrhage tends to be 
misleading because many patients are initially 
hypertensive. 

(c) The blood “lost” may not be completely accounted 
for. 

Assessment of the amount of blood to be replaced 
following haemorrhage should, therefore, be guided not 
only by the measured blood loss but also by measurement 
of circulating blood volume. 

The patient suffering from severe obstetric haemor- 
rhage should have haemoglobin, packed cell volume, 
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plasma fibrinogen, blood group and also blood volume 
determined on admission. The latter may be easily and 
rapidly estimated using the dye, Evans blue (T.1824). 

The advantages of adequate transfusion (i.e., to restore 
blood volume completely) are that patients are enabled to 
withstand any subsequent haemorrhage or trauma and 
that renal anoxia leading to renal cortical necrosis is 
avoided. 

Cases are described to illustrate the value of restoring 
the blood volume to normal after obstetric haemorrhage 
has occurred. 

R. W. Grayburn 


17. Recurrent Placental Apoplexy Followed on the 
Third Occasion by Afibrinogenaemia and Anuria. 
(Apoplexie utero-placentaire récidivante suivie la 
troisitme fois d’afibrinogénémie et d’anurie.) 

By G. CHappaz. Gynéc. Obstét., 56, 188-196. Apr.— 
May 1957. 

The case of a patient who had accidental ante-partum 
haemorrhage in 3 successive pregnancies is reported. Her 
first pregnancy and labour were normal. In her second 
pregnancy she had a mixed accidental haemorrhage, and 
a stillborn child was delivered by Caesarean section. 
In her third pregnancy abdominal pain and vaginal 
bleeding were followed by the spontaneous delivery of a 
dead foetus. 

The author observed the patient in her fourth preg- 
nancy, when she was 27 years old. At the sixth month her 
blood pressure and retinae were normal and there was no 
albuminuria. Her blood urea level was 30 mg. per 100 mi., 
and hormone assays showed no abnormality. In the 
seventh month there was a progressive rise of blood 
pressure despite rest, and then a typical concealed 
accidental haemorrhage suddenly occurred. A lower 
segment Caesarean section was almost immediately per- 
formed under spinal anaesthesia but it was not possible 
to save the child. There was a large retroplacental blood 
clot, but the placenta itself showed no histological 
abnormality. After delivery the patient became severely 
shocked, and required transfusion. Blood tests showed a 
low fibrinogen level, and she was given 6-3 g. of fibrino- 
gen. There was almost complete anuria for several days 
after delivery, and the blood urea rose to 480 mg. per 
100 ml. With the aid of the artificial kidney gradual and 
complete recovery took place. 

D. Maxwell 


18. Habitual Abortion and Toxoplasmosis. (Habituelle 
Aborte und Toxoplasmose.) 

By H. Lancer. Geburtsh. u. Frauenheilk., 17, 851-859. 
Sept. 1957. 43 refs. 

The author presents the case histories of 11 women 
with repeated miscarriages attending the New Bethlehem 
clinic in Géttingen, in whom toxoplasmosis was thought 
to play a part, although the patients were symptomless. 

The Sabin-Feldman test was positive in all cases. Five 
women were treated with a combination of sulphon- 
amides and aureomycin and 4 subsequently became preg- 
nant and bore living healthy children. 
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The author discusses the relationship of toxoplasmosis 
to congenital malformations and the possible effects of the 
disease in early pregnancy. Hecomments on the limitations 
of the Sabin-Feldman test. He considers that patients in 
whom Rhesus incompatibility and anatomical or func- 
tional abnormalities can be excluded as causative factors 
of repeated abortions, should have a Sabin-Feldman test. 
If the titre is high they should be treated prophylactically 
with a course of chemotherapy. 

Peter J. Huntingford 


19. The Value of Vaginal Smears in the Diagnosis and 
Treatment of Abortion of Endocrine Origin. (Valoarea 
exaninului citohormonal in diagnosticul si tratamentul 
avortului endocrin.) 

By L. Baparau, M. MunrTEANU, G. Lupascu and 
O. BusuLoc. Obstet. Ginec. (Bucarest), 187-199. July 
1956. 16 figs. 24 refs. 

This is a study of 450 cases of threatened abortion 
attributed to endocrine imbalance. Abortion due to endo- 
crine imbalance has been classified as either hyper- 
oestrogenic with relative progesterone deficiency, when 
the vaginal smear shows acidophil changes in the 
epithelial elements, or hypo-oestrogenic with a pro- 
gesterone predominance and a smear showing cytolytic 
cells, navicular shapes, increase in Déderlein’s bacilli 
and leucocytes. 

The authors maintain that diagnosis of abortion due to 
progesterone deficiency can be made from the vaginal 
smear, whereas in the type of threatened abortion due to 
oestrogen deficiency the diagnosis is less certain from 
the smear alone. Examination of the smear is claimed to 
be of help in controlling and ensuring adequate treatment 
of cases of progesterone deficiency, but is less useful in 
cases of oestrogen deficiency because in these the thera- 
peutic doses do not necessarily change the histological 
picture. 

The authors have tried treating cases with cortisone 
when the smear showed an inflammatory picture, or with 
A.C.T.H. when there was a cytolytic appearance in the 
smear, and they found that the changes in the smear 
were influenced by these drugs. 

The oestrogens have been given by vaginal application 
as the therapeutic dose is much reduced by this route. 

Sylvia Lerer 


20. The Diagnosis of Early Uterine Abortion and 
Disturbed Ectopic Gestation Using the Periodic Acid- 
Schiff Reaction on the Endometrium. (Die Bedeutung der 
Perjodsdure-Schiff-Reaktion am Endometrium des 
uterinen Friihaborts und der gestérten Extrauterin- 
graviditat.) 

By H. Cramer. Geburtsh. u. Frauenheilk., 17, 820-835. 
Sept. 1957. 4 tables. 4 figs. 39 refs. 

Intra-epithelial glycogen, demonstrable by means of the 
periodic acid-Schiff reactions (PAS reaction), is an index 
of progesterone activity. In the pre-menstrual endo- 
metrium glycogen leaves the cells and the lumina of the 
glands are filled with mucopolysaccharides. In an 
endometrium maintained by the corpus luteum the 
epithelial cells are full of large particles of glycogen. 
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After early abortion or disturbance of an ectopic 
gestation the endometrium is often histologically un- 
characteristic, because of the retrogressive changes and 
the superimposition of a new phase of the menstrual 
cycle. 


The author stained material obtained from di 
curettages in the University Gynaccological Clinic of 
Frankfurt, after fixation in 10 per cent formalin in 
alcohol and embedding in paraffin, by 5 different 
methods. Haematoxylin and eosin was used to study 
histology. Four histochemical techniques were used to 
distinguish glycogen from mucopolysaccharides, but the 
PAS reaction was adequate and reliable to detect intra- 
epithelial glycogen. 

Eighteen clinically certain, but histologically un- 
identifiable, complete abortions were studied. The 
epithelial cells were laden with glycogen. Similar results 
were obtained in 20 cases where the diagnosis was thought 
to be early abortion, although clinically and histo- 
logically this could not be proven. 

The cells of the endometrial glands were full of 
glycogen in 13 cases of suspected ectopic pregnancy, later 
proven by laparotomy. The quantity and distribution of 
glycogen did not allow any differentiation between an 
intra- or extra-uterine p q 

[It is a pity that the author selected his material and 
did not apply these techniques to a random series, com- 
paring the histochemical diagnosis with the clinical 
history and progress of the patient. His results may then 
have indicated more clearly the usefulness of this test as 
an aid to diagnosis in suspected ectopic pregnancy and 
early abortion.] Peter J. Huntingford 


21. Changes in Chorionic Tissue of Aborted Specimens. 

By C. P. Huser, J. R. MELIN and F. VELLIOS. Amer. 
J. Obstet. Gynec., 73, 569-576. Mar. 1957. 10 figs. 4 refs. 

Of 188 abortion specimens examined 38 (20-2 per cent) 
showed molar changes in the placenta, these being 
diagnosed when one or more of the following criteria 
were present: (1) non-vascular or relatively non-vascular 
villi; (2) oedema of stroma; (3) abnormal proliferation 
of trophoblast in several villi in excess of the usual two 
cell layers. Of 90 intact abortion specimens (chorion 
unruptured) the foetus was abnormal in 68 (76 per cent), 
and of these 68 molar change was present in 36 (53 per 
cent). The authors conclude that more than half of the 
patients who abort have an abnormal conceptus. 

F. J. Browne 


22. Uterine Contractility in Polyhydramnios and the 
Effects of Withdrawal of the Excess of Amniotic Fluid. 

By R. CALDEYRO-Barclia, M. D. Pose and H. ALVAREZ. 
Amer. J. Obstet. Gynec., 73, 1238-1254. June 1957. 
16 figs. 44 refs. 

The authors studied intra-amniotic fluid pressure, 
uterine tonus and the intensity and frequency of uterine 
contractions in 3 patients with subacute and 22 with 
chronic polyhydramnios by means of a polyethylene 
catheter introduced into the amniotic sac through the 
anterior abdominal wall. 
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Polyhydramnios, by over-distending the uterus, raises 
tonus (the lowest pressure between contractions) and 
diminishes intensity of contractions. This prolongs 
labour but if excess liquor is withdrawn the contractions 
increase in intensity and labour will proceed at a normal 
rate. If the excess liquor is withdrawn early the third 
stage will not be prolonged nor the incidence of post- 
partum bleeding increased. While in normal pregnancy 
uterine contractility remains low till the 30th week and 
then increases slowly till term, in polyhydramnios it 
increases prematurely and often leads to the onset of 
premature labour. It is thought that this premature 
increase of contractility is due to the over-distension of 
the uterus causing an increased secretion of oxytocin. 


F. J. Browne 


23. Maternal Heart Disease—Prognosis for the Babies. 
(Il destino immediato e lontano dei nati da cardiopatiche.) 

By G. Ciasca. Minerva ginec., Torino, 9, 495-500. 
June 30, 1957. 5 tables. 40 refs. 

The author reviews the statistics relating to babies of 
cardiopathic women from many sources and adds those 
of 1,117 cases (out of total admissions of 42,682) from 
Bari over a period of 26 years. The figures involve 730 
patients delivered at or near term. There were 27 cases 
of twins and one of triplets, and there were 98 cases of 
spontaneous and 70 of therapeutic abortion. 

The tables show the state of compensation or other- 
wise, the birth weight and the perinatal mortality, and 
the data show the following percentages: spontaneous 
abortion 8-77, therapeutic abortion 6-26, stillborn 8-30, 
mother died undelivered 1-34, neonatal deaths 5-90, 
perinatal deaths 13-70, with a total foetal loss of 15-5 
per cent. It is concluded that there is a marked relation- 
ship between prematurity and foetal wastage, but that 
women with heart disease have the same chance of 
delivering a healthy liveborn child which is as easy to 
rear as the children other women have, provided the 
birth weight is over 2,500 grammes (5$ pounds). 


W. C. Spackman 


By M. K. O’Driscoit, A. P. Parry and M. I. Drury. 
Brit. med. J., 2, 1090-1091. Nov. 9, 1957. 1 ref. 

In this, the second of two consecutive four-year 
clinical studies carried out at the National Maternity 
Hospital, Dublin, 289 cases of pregnancy complicated 
by rheumatic heart disease are revised. 

One mother (0-3 per cent), died 17 days after vaginal 
delivery. She was a gravida-3 aged 37 and had been 
admitted at 20 weeks’ gestation as an emergency case in 
congestive failure, grade IV. 

Of all the conceptions seen, 92 per cent resulted in 
infants who survived at least one month. Foetal loss is 
accounted for as follows: Stillbirths 6 (2-1 per cent), 
Neonatal deaths 7 (2-5 per cent), Abortions 10 (3-4 
per cent). 
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The methods of delivery were: 


Caesarean section 2 (0-7 per cent) 
Forceps and breech extraction .. 41 (14 per cent) 
Spontaneous deliver’... on 


No Caesarean section or induction of labour was per- 
formed for heart disease. Therapeutic abortion was not 
induced in any case. 

Mitral commissurotomy during pregnancy had been 
performed on three occasions (1 per cent). This operation 
was undertaken only as a life-saving measure, e.g., in 
cases not responding favourably to medical treatment. 

Contraception, abortion and sterilization are not 
practised by the community from which the patients were 
drawn. The series was, therefore, truly unselected and it 
severely tested the form of management which was 
Strictly conservative. 

is R. W. Grayburn 


25. Diaphragmatic Hernia and Pregnancy. (Hernie 
diaphragmatique et grossesse.) 

By M. Dupont. Gynéc. Obstét., 55, 505-512. Nov.- 
Dec. 1956. 4 tables. 39 refs. 

This is an excellent paper with 24 global references. 
Two principal types of hernia are described: (1) Those of 
the oesophageal hiatus acquired in the course of preg- 
nancy and disappearing rapidly afterwards. (2) True 
diaphragmatic (para-oesophageal) hernia, congenital or 
acquired, existing prior to the pregnancy and varying 
in size but often very large. After mentioning a report of 
a fatal case by Percy in 1814 the writer describes the case 
of a patient aged 19 who became pregnant after repair of a 
para-oesophageal hernia. Five days before the onset of 
labour she had a severe attack of thoracic pain and 
dyspnoea. In her labour there was a normal first stage 
of 12 hours followed by an easy forceps delivery of a 
living child weighing 3,900 g. She subsequently com- 
plained of breathlessness, and a radiograph showed that 
the hernia had recurred. Eight months later there was a 
“cardiac crisis”, and a month afterwards she suddenly 
died. Autopsy was not permitted. 

The author then alludes to 30 other published cases. 
He concludes that dangerous occlusive accidents may 
occur. The diagnosis of a para-oesophageal diaphragmatic 
hernia may arise in cases with (1) vomiting, indigestion 
or heartburn which is unrelieved by alkalies or anti- 
spasmodic drugs, and which becomes worse as pregnancy 
progresses, (2) occlusive accidents, (3) attacks of cyanosis 
or dyspnoea, (4) sudden severe shock or collapse. Sudden 
death occurred in half of the cases described. 

Surgical treatment provides the best results, but the 
hernia may recur in a subsequent pregnancy. From the 
obstetric point of view the writer makes the following 
points: 

A young woman awaiting an operation for thoracic 
stomach, or a patient who has had such an operation, 
must be warned of the risks that may arise during preg- 
nancy. If a thoracic stomach is discovered in early preg- 
nancy termination may need to be discussed. The patient 
must be watched carefully throughout pregnancy, 
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24. Rheumatic Heart Disease Complicating Pregnancy: 
Results of Conservatism. 


REVIEW OF CURRENT LITERATURE 


particularly in late pregnancy, when most of the serious 
accidents occur. In labour forceps should be used early 
in the second stage to assist delivery, and this is pre- 
ferable to Caesarean section. 

From the medico-legal aspect this condition must be 
remembered as a possible explanation of sudden death 
in late pregnancy or labour. 

[This is a useful paper on the complications of para- 
oesophageal diaphragmatic hernia during pregnancy. 
The cases reported are derived from the world literature 
of the last 50 years and are of exceptional rarity. Today 
such cases are likely to be discovered by means of 
routine X-ray examinations of the chest during 
pregnancy.] D. Maxwell 


26. The Thyroid in Pregnancy. 

By R. P. Srorrer, I. A. Koenexe, V. E. CHesky and 
C. A. Hettwic. Amer. J. Obstet. Gynec., 74, 300-308. 
Aug. 1957. 1 table. 6 figs. 21 refs. 

The authors studied 65 normal thyroids obtained by 
autopsy from women at various stages of pregnancy and 
compared them with 47 from non-pregnant controls. 
The increase in weight during pregnancy, if any, was not 
significant, and the slight enlargement often seen in preg- 
nancy is probably due to hyperaemia. The follicles are 
however larger in pregnancy and the epithelium lining 
them taller. Protein-bound iodine in the blood is raised, 
and so also is thyroxine. 

In most toxic-goitre patients the toxic symptoms 
present at the beginning of pregnancy became aggravated 
as pregnancy progressed, and none improved. Thiouracil 
was not given to any because of undesirable side effects 
on mother and foetus reported in the literature. Twenty- 
seven patients were operated on during pregnancy. Pre- 
operative preparations included Lugol’s solution for | 
or 2 weeks and in all symptoms became less severe after 
it. In 20 cases bilateral subtotal thyroidectomy was 
done, in 6 lobectomy, and in 1 arterial ligation only. 
In 23 cases pregnancy proceeded uneventfully to term 
after operation; there was 1 post-operative abortion, 2 
premature births and 1 stillbirth. F. J. Browne 


27. Histogenesis of Pathological Processes in Placentas 
of Metabolic Disease in Pregnancy. II. The Diabetic 
State. 

By R. Burstetn, S. D. SouLE and H. T. BLUMENTHAL. 
Amer. J. Obstet. Gynec., 74, 96-103. July 1957. 1 table. 
7 figs. 31 refs. 

In 17 of 20 diabetics the placenta showed varying 
degrees of endarteritis arising from the endothelial 
lining which, as it proliferated into the lumen, laid down 
successive bands of mucopolysaccharide. This caused 
progressive narrowing of the lumen and in one case its 
obliteration. The number of syncytial buds was increased 
as in toxaemia, as also was the number of villi showing 
calcification. Of the 9 placentas in which the lesions were 
severe, 2 were of infants that survived, but in general the 
severest placental changes were found in the cases in 
which the foetus died. 

F. J. Browne 
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28. Sarcoidosis and le 

By R. L. Mayock, R. D. SuLLIvAN, R. R. GREENING 
and R. Jones, Jr., J. Amer. med. Ass., 164, 158-163. 
May 11, 1957. 3 figs. 12 refs. 

From the Hospital of the University of Pennsylvania 
the authors have studied 10 patients with sarcoidosis 
through 16 pregnancies. In all cases there was a period 
of observation before pregnancy and for at least 10 
months afterwards. 

Full clinical details of these 10 patients are given in 
tables and six specific manifestations are considered in 
relation to pregnancy: (1) Peripheral lymph nodes: 
enlargement was present in 4 cases. All became normal 
during pregnancy but in 3 of the cases enlargement 
occurred again within three months of delivery. (2) 
Pulmonary changes: in 6 cases hilar lymphadenopathy 
improved during pregnancy but relapse after delivery 
occurred in three of these. Seven cases with lesions of the 
pulmonary parenchyma showed some degree of clearing 
during pregnancy but three became worse again after 
delivery. (3) Uveitis: no change was observed. (4) Blood 
changes: the white cell count returned to normal in two 
cases and anaemia improved in one case. (5) Serum 
protein levels: these were variable but tended to return 
to normal during pregnancy. (6) Skin lesions: these 
were not noted before pregnancy but developed in one 
case, and in another three months after delivery. 

The authors comment upon the natural history of 
sarcoidosis in relation to other hormonal changes such 
as occur in adolescence and the menopause. There is a 
clinical response to steroid therapy in sarcoidosis and it 
is suggested that improvement during pregnancy is due 
to the increase in production of corticoids by the adrenal 
glands. 

D. W. James 


29. Kyphoscoliosis and Pregnancy. 

By R. J. DuGan and M. E. Biack. Amer. J. Obstet. 
Gynec., 73, 89-93. Jan. 1957. 2 tables. 7 refs. 

Women with kyphoscoliosis are gravely handicapped 
by their pulmonary defects. Many have extremely 
deformed lungs, the lung volume and vital capacity being 
about half normal. The lungs are unable to provide 
proper oxygenation and this damages the heart. 

The authors have studied 22 such patients who had 37 
pregnancies over a period of 17 years in the University 
Hospitals, Cleveland, All had severe chest deformity. 
Spontaneous vaginal delivery occurred in 5, 26 were 
delivered by low or mid-forceps mainly to save over- 
exertion in the second stage. Caesarean section was done 
in 5 and there was one breech extraction. 

One patient died. She was 36 years old and had already 
had two normal and easy deliveries. In her third preg- 
nancy she was admitted to hospital at the 7th month 
with dyspnoea and orthopnoea but improved with rest 
and digitalis. At term she was delivered by low forceps, 
morphia gr. 1/6 being given for restlessness. The infant 
was alive and well, there was no haemorrhage and the 
placenta and membranes were complete. Three-quarters 
of an hour after delivery the pulse was 100 and the blood 
pressure was 148/80; 1 hour later the blood pressure was 
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180/100. She developed generalized convulsions and 
died 5 hours after delivery. 

The authors conclude that patients with kyphoscoli- 
osis compare favourably with normal women in their 
ability to deliver vaginally and to withstand post-partum 
complications. As however they are pulmonary and 
cardiac cripples, over-exertion and fatigue should be 
avoided, weight gain controlled, and sodium restricted. 
Respiratory depressants, especially morphine, should 
not be given. Good medical care and prolonged hospital 
stay are essential. Vaginal delivery may be less hazardous 
than a major surgical procedure such as Caesarean 
section. 

F. J. Browne 


30. Polyneuritis in Pregnancy. Case Report and a 
Review of the Literature. 

By M. B. Marcus, M. F. StaGuieno and M. L. 
Branpt. West. J. Surg. Obstet. Gynec., 65, 315-316. 
Sept.—Oct. 1957. 8 refs. 

This condition is characterized early in pregnancy by 
episodes of “physiological vomiting” which progress 
and become severe. Neurological signs appear about the 
3rd or 4th month, weakness, numbness and muscle pains 
are most marked; vague pains in the arms and legs with 
paraesthesia and hyperaesthesia also occur and the 
patient may be considered to be neurotic or hysterical. 
As the condition progresses, paralysis of the legs becomes 
pronounced, the arms, thorax and abdomen are involved 
and sphincter disturbances are common; mental changes 
may be seen and death ensues from exhaustion, infection 
or respiratory paralysis. There is loss of weight and 
tachycardia but laboratory tests are normal apart from 
a moderate anaemia. Sixty cases have been reported and 
the authors add an additional one. Treatment consists 
of massive doses of vitamins B,, B, and B,». The use of 
termination of the pregnancy is uncertain. 

D. C. A. Bevis 


31. Meralgic Paraesthetica in Pregnancy. 

By P. Ruopes. Lancet, 2, 831. Oct. 26, 1957. 4 refs. 

This condition is characterized by paraesthesiae in the 
distribution of the lateral femoral cutaneous nerve. It is 
a minor disorder which clears up spontaneously in the 
puerperium. It seems that the position of the pregnant 
patient leads to irritation of the nerve in some part of 
its course. 

H. H. Fouracre Barns 


32. Pregnancy, Tuberculous Meningitis and Miliary 
Tuberculosis. (Schwangerschaft, Meningitis tuberculosa 
und Miliartuberkulose.) 

By R. and E. Kees. Gynaecologia, Basel, 
144, 213-225. Oct. 1957. 3 tables. 29 refs. 

The authors describe in detail an interesting case of 
tuberculous meningitis and miliary tuberculosis diag- 
nosed in a primigravida aged 23 years when 7 months 
pregnant. The diagnosis was confirmed by chest radio- 
graphy, sputum and cerebrospinal fluid examinations; 
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she also had choroidoretinitis. She gave a history of 
bilateral pneumonia with pleurisy two years previously. 
For 1 month prior to examination she had a pyrexia and 
a productive cough. 

Intensive treatment was given totalling 87 g. strepto- 
mycin, 129 g. Isoniazid of which 5 g. were given intra- 
thecally, 980 g. PAS and 12-8 g. contaben. She was 
also given blood transfusions and vitamins. 

After 24 days treatment she went into labour and after 
15 hours had a normal delivery of a living male child, 
weighing 54 pounds. During labour several lumbar 
punctures were done to reduce any rise in the cerebro- 
spinal fluid pressure and so prevent fits. The early 
puerperium was satisfactory but later the pyrexia recurred 
with acute pyelonephritis, left femoral vein thrombosis 
and uterine sepsis. During this period the headaches 
improved and the cerebrospinal fluid became normal. 
Chest X-ray appearances also improved. 


After four months treatment the patient began to have. 


Jacksonian fits and electroencephalography revealed left 
occipital changes. She also had some middle ear deafness 
which was attributed to the streptomycin. Gradually the 
fits diminished in frequency and severity. 

After 17 months in hospital she went home, but 2 
months later was re-admitted with a tuberculous skin 
lesion of the left arm. This eventually was excised. At 
present, 34 years later, the patient feels well, is able to de 
light housework at home and only has a fit about every 
second month. 

The placenta appeared normal macroscopically, but 
histology revealed several areas with typical tuberculous 
nodules. No tubercle bacilli could be cultured from the 
placenta or cord blood. Because of the infected placenta 
the baby has been followed up carefully. He appeared 
healthy at birth and when three weeks old a Mantoux 
test was negative. es chest X-rays have been 
normal. At present the child appears healthy with 
normal hearing. 

Jean Hallum 


33. Pregnancy After Pneumonectomy for Pulmonary 
Tuberculosis. 


By L. Wixuias. Brit. med. J., 2, 1087-1089. Nov. 9, 
1957. 

Can a woman with only one lung undergo pregnancy 
and normal delivery safely? Can such a woman sub- 
sequently maintain herself in sufficiently good health to 
undertake and continue with family responsibilities? 
With these two questions in mind, 18 cases were studied 
in which pneumonectomy had been carried out because 
of pulmonary tuberculosis. 

It would appear that if a woman remains well for two 
years after discharge from a sanatorium (i.e., an 
“apparent cure”) there is no contra-indication to preg- 
nancy, provided that she has the necessary respiratory 
capacity. The latter is most important and is best 
assessed by enquiry as to the patient’s ability to carry 
out household duties. Families should, however, be 
limited and it is suggested that the primigravida, for 
instance, should stop after having two children. 
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The author allows breast feeding when the patient has 
domestic help and little in the way of family respon- 
sibilities, but otherwise he suppresses lactation. 

If general anaesthesia must be induced, then — 
propane with its accompanying high proportion of 
oxygen is the anaesthetic of choice. 

Close co-operation between obstetrician and chest 
physician is advocated. 

R. W. Grayburn 


34. Abdominal Pregnancy. 

By D. L. Poppay. J. Obstet. Gynaec. India, 8, 16-25. 
Sept. 1957. 3 figs. 113 refs. 

In 12 years, there were 245 proved cases of ectopic 
pregnancy in the hospital concerned, of which 10 were 
cases of intraperitoneal abdominal pregnancy. Thus 
abdominal pregnancies occurred in 1 in every 25 ectopic 
pregnancies. These 10 cases bring the total of reported 
cases in world literature to 750. 

The histories are recorded. Two cases had had in- 
fertility investigations, 1 had a previous tubal pregnancy, 
and 2 gave a history of past pelvic inflammation. A 
correct diagnosis was made once, suspicion being 
aroused by the fact that on X-ray the foetus was too 
high in the abdomen. A hysterosalpingogram confirmed 
the diagnosis in another case. Needling of the recto- 
vaginal pouch was carried out 4 times, producing blood 
in 2 cases, and liquor amnii in another 2. 

The symptoms were protean, and laparotomy was 
always undertaken speedily. In all except 1, the placenta 
was removed from its attachments, and 6 patients had a 
hysterectomy. Drainage was unnecessary. Pregnancy 
only reached the stage of viability in 2 cases, but neither 
child survived. There were 3 maternal deaths, 1 from 
shock, 1 from faecal fistula, and 1 from coronary 


thrombosis. 
John McKiddie 


35. Silent Uterine Rupture Resulting in Secondary 
Abdominal Pregnancy. 

By D. E. Srepuens. S. Afr. med. J., 31, 937-938. 
Sept. 14, 1957. 1 ref. 

The author describes a case of a 29-year-old gravida-6 
with extra-uterine pregnancy. After 4 hours labour 
laparotomy was performed, and a 64 pound infant was 
found to be lying free in the peritoneal cavity The cord 
emerged through a porthole-like aperture in the wall 
of the uterus. and the placenta was situated normally in 
the uterus. There was no evidence of recent haemorrhage, 
and it was not known at what stage the silent uterine 
rupture had occurred. There had been no previous 
gynaecological or obstetrical operations. 

L. J. Abramowitz 
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36. Variations of Uterine Contractions in Labour. 


(Wehen und Wehenatypien.) 
By H. Srener. Zb/. Gyndk., 79, 1545-1555. Oct. 5, 
1957. 13 figs. 15 refs. 
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The author considers that the variations in uterine 
contractions are more numerous than might be concluded 
from the well-known simple clinical classifications. 
Theoretically, in the ideal type of labour one might 
expect contractions to occur at regular intervals, with 
even strength and regular pattern. 

In his tocographic studies the author is impressed by 
the frequent departure from this theoretically ideal 
uterine behaviour, even in cases where the clinical pro- 
gress of labour is normal throughout. He attempts to 
classify the atypical features in the tocographic records 
into: (1) Variations in frequency; (2) variations in 
strength; (3) variations in the pattern of the individual 
contractions; (4) variations in co-ordination between 
different segments of the uterus; and (5) variations in the 
behaviour of the cervix during contractions. 

He confirms the observation made by others of the 
occurrence of double and triple compound-contractions. 

He concludes that the majority of these variations 
should be regarded as physiological because they are very 
common; in most of them a number of basic common 
features can be recognized; generally speaking, they do 
not entail any delay in labour. 

As has been seen in electro-physiological animal 
studies, the individual uterine muscle fibre follows the 
“all or none” law, and shows a refractory period after 
each contraction. Yet the uterine musculature behaves 
like a syncytium in which individual impulses can spread 
by different routes. They originate from pace-makers 
which in the case of the uterus have variable and 
changeable localization. The tubal and cervical regions 
of the uterus seem to have a relatively high potentiality 
of impulse formation. 

These observations in animals may further the under- 
standing of the variations in the pattern of contractions 
of the human uterus. 

Bruce Eton 


37. Premature Rupture of the Membranes: A Clinical 


By J. I. Biskinp and L. H. Biskinp. Amer. J. Obstet. 
Gynec., 73, 750-753. Apr. 1957. 5 tables. 4 refs. 

The authors studied 100 consecutive cases of pre- 
mature rupture of membranes at 37 weeks or less with a 
view to answering the following questions: How soon 
after the rupture will labour ensue? Should all such 
patients be admitted to hospital? Is amnionitis a likely 
sequel? Are antibiotics necessary? Is presentation an 
aetiological factor? 

In 75 per cent the rupture occurred after the 32nd week 
and in 50 per cent at or about the 36th or 37th week. In 
only three was there a history of premature rupture in a 
previous pregnancy. No aetiological factor such as 
hydramnios or trauma could be found in any, and only 
in 16 cases was any significant prenatal complication 
noted. There were 82 vertex and 12 breech presentations. 
most patients were discharged after 48-72 hours if 
labour had not begun. Some patients were put on anti- 
biotics on admission but for the most part these were 
not continued after discharge. In 31 women the onset 
of labour was delayed for 48 hours or more after rupture, 
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and in 4 cases for more than 28 days. Amnionitis 
developed in 2 cases both of which had received anti- 
biotics. 


The authors conclude that all patients with ruptured 
membranes should be admitted to hospital and observed 
for at least 72 hours. If labour does not ensue, and 
leakage has stopped it is probably safe to say that it will 
be delayed for some time and they may be discharged. 
Antibiotics are of doubtful value and patients should be 
instructed in perineal hygiene to prevent infection. 

F. J. Browne 


38. Constriction-Ring Dystocia. 
By J. T. Louw. S. Afr. med. J., 31, 958-961. Sept. 21, 
1957. 10 figs. 9 refs. 

The author describes constriction-ring dystocia as an 
abnormal labour which is either due to, or responsible 
for, the production of a more or less circular ridge of 
uterine muscle, protruding into or disturbing the normal 
contour of the uterine cavity. It may be present during 
any stage of labour, and at any level in the uterus. 
During a 5-year period, 1952-1956, there were 56 cases 
in 37,493 deliveries in institutions under the aegis of the 
University of Cape Town. Sixteen babies were stillborn, 
and there was | neonatal death. 

The possibility of a constriction ring should be con- 
sidered in any abnormal labour. Reversible and irrever- 
sible rings are described. In one case a ring was still 
present 4 days after death. Eight cases are described, 4 
being in primigravidae and one in a gravida-14. In one 
case 2 rings were present. In multiparae pains may differ 
from those in previous labours. Often a circular upper 
segment and a cylindrical lower segment is seen and felt. 
The head tends to rise during a contraction. Vaginal 
examination often reveals absence of caput and moulding, 
a poorly applied cervix and recession of the head during 
contractions. Conservative and surgical treatment is 
outlined. 

The physiology in pluriparous animals is discussed. 
Possibly there are atavistic tendencies but this explana- 
tion cannot be loosely accepted. The sites of the rings 
may have evolutionary significance. Many factors said 
to cause constriction-ring frequently occur in normal 
labours. The condition is compared with spastic colon. 
The author feels that this abnormality will only be 
explained when the basic physiology of different varieties 
of smooth muscle is understood. 

L. J. Abramowitz 


39. A Comparative Study of Ergometrine and 
“‘Methergin’’ Used in the Management of the Third 
Stage of Labour. 

By F. M. C. Forster. Med. J. Aust., 2, 155-156. 
Aug. 3, 1957. 4 refs. 

The clinical trial of these drugs at the Royal Women’s 
Hospital, Melbourne, included more than 4,000 deliveries 
and extended over 32 weeks. Methergin and ergometrine 
were used on alternate weeks for all vaginal deliveries. 
An intravenous injection of 0-5 mg. of ergometrine was 
given immediately after delivery of the baby and an 
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intramuscular injection of a further 0-5 mg. was given 
after the expulsion of the placenta. In the case of 
Methergin 0-2 mg. was given by intravenous injection 
immediately after delivery of the baby. In the last eight 
weeks of the trial in addition 0-2 mg. were given after 
the expulsion of the placenta. 

The third stage was completed within .10 minutes with 
both drugs in nearly 87 per cent of cases. The post- 

haemorrhage rate (the loss of 20 or more ounces 
of blood within 24 hours of delivery) with ergometrine 
was 2-2 and with Methergin 3-6 per 100 deliveries. That 
is, the rate was approximately 60 per cent greater with 
Methergin. There was no reduction in this rate when 
an additional 0-2 mg. of Methergin was given after the 
delivery of the placenta. 

The manual removal rate with ergometrine was 5-6 
and with Methergin was 4-1 per 100 deliveries; that is, 
the rate was nearly 40 per cent greater with ergometrine. 
This suggests that in the doses used ergometrine has a 
more powerful oxytocic action causing the uterus to 
contract down on the placenta and prevent its expulsion. 
The investigation also suggested that ergometrine is 
more likely than Methergin to cause a rise in blood 


pressure. 
S. Devenish Meares 


40. Recurrent Abnormalities of the Third Stage of 
Labour. 

By C. T. Dewuurst and W. A. W. Dutton. Lancet, 
2, 764-767. Oct. 19, 1957. 5 tables. 7 refs. 

When a patient has previously had a third-stage 
haemorrhage, the risk of haemorrhage in a subsequent 
labour is materially increased. In order to confirm this, 
the authors investigated the outcome of the third stage 
of labour of all women giving a history of previous third- 
stage abnormality who were delivered in their hospitals. 
One hundred and five such women were seen in 132 
pregnancies and labours, the deliveries being normal. In 
101 patients the original abnormality had been post- 
partum haemorrhage and in 4 a secondary post-partum 
haemorrhage. The cases were divided into three groups; 
one where the third stage was entirely normal; a second 
where the third stage was definitely abnormal; and the 
third where the third stage was potentially abnormal 
in that bleeding was brisk and needed prompt treatment 
but was not more than 20 ounces in amount. In the 132 
pregnancies the third stage was normal in 73 (55 per 
cent), abnormal in 30 (23 per cent) and in the remaining 
29 (22 per cent) it was potentially abnormal. When these 
figures were broken down further it was found that the 
incidence of recurrence of abnormal third-stage increases 
according to the number of previous abnormal third- 
stage deliveries. The intervention of a normal third-stage 
labour after a labour with a third-stage haemorrhage did 
nothing to reduce the incidence of trouble in the third 
stage of subsequent labours. Some of the women received 
prophylactic intravenous ergometrium during labour 
and this was considered to lessen the hazards of the third 
stage. In about three-quarters of the cases the type of 
recurrence was similar to that of the original abnormality. 
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The authors conclude that women who have previously 
had a third-stage abnormality should not be confined 
at home if this can be avoided and if it cannot then 
prophylactic intravenous ergometrine should be given 
with the birth of the anterior shoulder. 

H. Fouracre Barns 


41. Comparative Clinical Evaluation of Post-Partum 


By E. A. FRIEDMAN. Amer. J. Obstet. Gynec., 73, 
1306-1313. June 1957. 4 figs. 22 refs. 

The value of oxytocics in preventing uterine atony and 
post-partum haemorrhage was studied in 894 patients 
including 177 controls. Post-partum atony occurred in 
22 per cent of the controls and only in 5 per cent of those 
receiving oxytocin, but neither ergonovine nor methyl- 
ergonovine reduced its incidence as compared with the 
controls, while dihydroergotamine increased it by 
relaxing the uterus. Blood pressure recordings from one 
hour after delivery of the placenta showed that, in the 
control group, when blood pressure had been normal till 
delivery, a rise occurred in 12 per cent. When it had been 
raised before delivery from toxaemia a still further rise 
occurred in 12-5 per cent. After oxytocin no greater rise 
took place than in the controls but ergonovine, methyl- 
ergonovine and dihydroergotamine were associated with 
post-partum elevations in 30 per cent. Oxytocin is there- 
fore recommended for routine prophylactic or thera- 
peutic use in the fourth stage of labour. 

F. J. Browne 


INFANT 


42. Serial Oxygen Saturation Studies of Newborn 
Infants Following Obstetrical Complications, Difficult 
Deliveries, and Cesarean Section. 

By L. V. Suretps and E. S. Taytor. Amer. J. Obstet. 
Gynec., 73, 1011-1021. May 1957. 1 table. 6 figs. 10 refs. 

In order to study the effects of obstetrical disease on 
oxygenation of the newborn, the authors, using a double 
scale absolute reading alternating current oximeter, have 
made photo-electric determinations of arterial oxygen 
saturation in 66 full-time infants from birth to one half 
hour after. Briefly, the results showed that while anal- 
gesics, including demerol, and anaesthetics, including 
cyclopropane and spinal nupercaine, reduce the oxygen 
saturation at birth to some extent this is not usually 
serious unless complications of pregnancy or labour such 
as pre-eclampsia, abruptio placentae, prolonged labour, 
Caesarean section or difficult delivery are added. 

C. L. Randall, in discussion on this paper mentioned 
a long range study carried out 7 years ago on 400 infants 
who were followed up for 5 years or more, and stated that 
while relatively small variations in oxygen arterial satur- 
ation at birth are not significant in regard to the eventual 
welfare of the child, if it is low at birth and the infant is 
slow to acquire a 90 per cent saturation, there is a signifi- 
cant increase in the incidence of retarded children and of 
clinical evidence of cerebral injury. 

F. J. Browne 
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43. Endofunicular Blood Transfusion in Treatment of 
Asphyxia Neonatorum. (La trasfusione endofunicolare 
nella rianimazione del neonato in sincope asfittica.) 

By M. MARCHESONI. Minerva ginec., Torino, 9, 423- 
428. May 31, 1957. 29 refs. 

The University of Pisa is apparently fortunate in 
having on the staff of its Obstetric Hospital at Trento 
a midwife whose blood is Group O, Rh negative and 
who is willing to supply a few ml. of it promptly. In 
desperate cases of asphyxia neonatorum where the infant 
has given only one or two gasps and thereafter has failed 
to show any signs of life in spite of all ordinary restora- 
tive measures, some of her freshly drawn blood is injected 
into the infant’s umbilical vein. The rate of injection is 
about 5 ml. per minute and in all about 30-50 ml. is 
used. Dramatic results are claimed. 

[If the method proves to be successful, it should be 
possible to use well-oxygenated stored blood.] 

W. C. Spackman 


44. The Occurrence of Anaemia of the Newborn in 
Association with the Appearance of Fetal Hemoglobin 
in the Maternal Circulation. 

By W. J. O’Connor, G. Suietps, S. Koni and M. 
SussMAN. Amer. J. Obstet. Gynec., 73, 768-776. Apr. 
1957. 2 tables. 3 figs. 18 refs. 

The authors believe that they have demonstrated an 
association between anaemia in the newborn infant and 
foetal haemoglobin in, and therefore foetal haemorrhage 
into, the maternal circulation. The method used is based 
on the fact that foetal erythrocytes contain a type of 
haemoglobin that is relatively resistant to alkali denatur- 
ation, but while it is sufficiently accurate to detect the 
difference between positive and negative blood samples, 
it is not sensitive enough to enable a quantitative estimate 
to be made. Twenty-four mothers whose infants seemed 
pale at birth and whose blood contained foetal haemo- 
globin were observed during the immediate post-partum 
period. In all but one the haemoglobin had disappeared 
one to three months after delivery. 

The mean haemoglobin level in 17 infants of mothers 
with foetal haemoglobinaemia was 13-3 g. per cent as 
compared with 18-1 g. per cent in 24 controls—a signifi- 
cant difference. The clinical picture in the infants varied 
from pallor to acute haemorrhagic shock, severe enough 
to require emergency blood transfusion. The authors 
wonder if some deaths attributed to asphyxia pallida 
may not be due to foetal haemorrhage during labour, 
either into the maternal circulation or into the uterine 
cavity. 

F. J. Browne 


45. ABO Incompatibility in the Etiology of Hemolytic 
Disease of the Newborn. 

By W. E. CopeLanp, N. Vorys and J. C. ULLery. 
Amer. J. Obstet. Gynec., 73, 1045-1053. May 1957. 
9 tables. 1 fig. 23 refs. 

The incidence of haemolytic disease in the newborn 
due to ABO incompatibility is usually stated to be 
between 5 and 20 per cent of all cases of haemolytic 
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disease, but the true incidence is not known, and probably 
many cases are overlooked for want of systematic testing 
in so-called physiological jaundice of the newborn 
infant. 

The authors had 26 cases out of 8,914 births in the 
Ohio State University Hospital and Children’s Hospital. 
During the same period there were 55 cases of haemolytic 
disease due to Rh incompatibility. The early onset of 
jaundice was one of the most significant findings in the 
infant and in 25 of the 26 cases it appeared in less than 
24 hours. The serum bilirubin varied from 10 to 30 mg. 
per cent. There may be various degrees of anaemia, 
reticulocytosis and normoblastaemia. In contrast to the 
almost uniform macrocytosis of Rh disease, in ABO 
incompatibility there is moderate microspherocytosis, 
with the expected increase in osmotic and mechanical 
fragility of the red cells. 

Twelve of the infants received exchange transfusion, 
3 of them twice, 2 developed kernicterus and 2 died. 
Indications for transfusion are the same as in Rh 
haemolytic disease. The response to treatment is favour- 
able and the prognosis good when the ABO disease is 
discovered early. Many cases of so-called physiological 
jaundice are actually examples of ABO incompatibility 
and this should be suspected if the jaundice develops in 
the first 24 hours and if the serum bilirubin level exceeds 
10 mg. per cent. 

F. J. Browne 


46. Intense Uterine Contractions With Special Refer- 
ence to Massive Pulmonary of the Newborn. 

By P. E. Roruman. West J. Surg. Obstet. Gynec., 65, 
308-313. Sept.—Oct. 1957. 17 refs. 4 figs. 

Four cases of massive pulmonary haemorrhage are 
described and attention drawn to the lack of knowledge 
about the condition. The only common factor in the 
cases seems to be very strong contraction during labour 
which may lead to intra-uterine asphyxia and pulmonary 
haemorrhage. Sedation does not seem to be a very useful 
form of treatment as to be effective it must be given 
early and in large amounts, it may therefore further 
embarrass the foetus; Caesarean section should be con- 
sidered and it is possible that early section of the cord 
and bleeding may be beneficial. Oxygen should be given 
to these cases in labour and if the condition is suspected, 
the infant should be placed in oxygen in a tank-type 
respirator for several days. Unfortunately, damage to 
the foetus may occur before any helpful measures can be 
carried out. 

D.C. A. Bevis 


47. Present Position of Atresia of the Oesophagus. 
(Considérations actuelles & propos de l’atrésie oeso- 
phagienne.) 

By F. Moyson, R. Wo.ter and P. MUNDELEER. 
Bull. Soc. roy. belg. Gynéc. Obstét., 27, 147-163. 1957. 
11 figs. 54 refs. 

Having personally observed two cases of oesophageal 
atresia, with tracheo-oesophageal fistula, the authors 
survey the literature and describe the histological and 
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embryological features, and the symptoms. After 
studying the files of the Paediatric Department they 
conclude that the mortality in these cases is mainly due 
to delay in diagnosis, and to pulmonary complications 
as a consequence of too generous intravenous liquid 
and electrolyte infusion. They briefly report the history 
of surgical treatment, which led up to right thoracotomy, 
invagination of the fistula, and restoration of oesophageal 
continuity. At the same time gastrotomy is performed, 
which stops abdominal ballooning and allows early 
feeding. 

The article ends with two case reports. The first case 
was a failure, due to leaking at the site of the suture and 
death due to mediastinitis. The second operation was a 
success. 

From the Authors’ Summary 


48. Hydramnios as an Early Sign of O6csophageal 
Atresia. 

By J. S. Scorr and J. K. Witson. Lancet, 2, 569-572. 
Sept. 21, 1957. 5 figs. 13 refs. 

Excessive amounts of liquor amnii accumulate most 
consistently in states which render the foetus mechani- 
cally or neurologically incapable of swallowing or 
absorbing it. The authors record 12 cases of oesophageal 
atresia associated with hydramnios and draw attention 
to this association. One in approximately 12 cases of 
hydramnios is due to this cause. Oesophageal catheter- 
ization of the infant shortly after birth in cases of 
hydramnios is recommended so that the diagnosis of 
oesophageal atresia is made before any food is given 
and the baby transferred to a neonatal surgery unit at 
the earliest possible moment for treatment. 

H. H. Fouracre Barns 


49. Uterine Adnexa in Inguinal Hernia in Infant 
Females. Report of a Case Involving Uterus, Both Uterine 
Tubes and Ovaries. 

By J. Witey and H. A. Cuavez. West. J. Surg. Obstet. 
Gynec., 65, 283-284. Sept.—Oct. 1957. 12 refs. 1 fig. 

Although involvement of the genital organs in indirect 
inguinal hernia is rare in the adult, it is surprisingly 
common in girls under the age of 2. The right sided 
hernia is much the most common and treatment offers 
no difficulties or dangers providing care is taken to 
identify the sliding component of the sac. 

D.C. A. Bevis 


MATERNAL MORTALITY, MORBIDITY 


50. Shock in Obstetrics. 

By D. E. Rew. Amer. J. Obstet. Gynec., 73, 697-719. 
Apr. 1957. 1 table. 51 refs. 

Shock may be caused by reducing the circulating blood 
volume, by interfering with normal cardiac action or by 
impairing the function of the peripheral blood vessels. 
Whatever mechanism is primary, inability to compensate 
can result in shock. 

The cause is usually assigned to trauma with blood loss, 
to sepsis or to myocardial infarction, and in some cases 
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there may be a combination of causes, as in Cl. welchii 
sepsis, where in addition to the toxic effect on the 
peripheral vessels there is often a significant reduction 
of blood volume through haemolysis. Obstetric shock is 
therefore similar in all respects to surgical or medical 
shock. The shock in abruptio placentae is due to blood 
loss which can be excessive but is apt to be under- 
estimated as clot represents only 40 per cent of the blood 
lost. Similarly amniotic fluid embolism is a variant of 
pulmonary embolism. 

The severity of shock is related to the amount of blood 
lost. In efforts to maintain effective blood volume and 
blood flow to brain and myocardium, vasoconstriction 
occurs, especially in skin and kidney; so renal blood flow 
is reduced and may almost cease. Oliguria and anuria 
may follow, and persist until the arterial pressure is 
restored. A stage may be reached when the vessels fail 
to respond to increase of blood volume and the shock is 
then irreversible. 

Important in .prevention is the treatment of anaemia 
during pregnancy. Shock due to blood loss needs rapid 
and efficient blood replacement in amounts equal to that 
lost. Pressor drugs are not without danger and their effect 
is transient. They may mask blood volume deficiency, 
and their therapeutic effect is at the expense of an increase 
in renal vasoconstriction. Their greatest field of usefulness 
is in shock due to sepsis. In severe bacteraemia nor- 
adrenaline will raise blood pressure when it has failed to 
respond to blood transfusion. Electrolyte depletion may 
cause shock and administration of sodium and in some 
cases potassium may be useful, especially if the hypo- 
tension is out of proportion to blood loss. 

The present study has shown that the majority of 
hospitals with obstetrical services in the United States 
do not have blood banks but still rely on donors, and it 
is suggested that no hospital should be allowed to care 
for pregnant women if it is unable to meet this essential 
requirement. 

Review of the maternal deaths in the Commonwealth 
of Massachusetts during the years 1949-1955 revealed 
that there were 306 maternal deaths of which 84 were 
due to shock, and that some 20 to 30 per cent of maternal 
deaths are not so classified but are reported as deaths due 
to non-obstetrical causes. These figures are therefore only 
an approximation to the total maternal mortality. 
Definitions of causes of death vary from country to 
country and in the United States from state to state. 
Deaths from heart disease, for example, are often classi- 
fied as non-obstetrical. Granted that in many instances 
the cause of death is non-obstetrical, the presence of 
pregnancy may mask the condition (e.g., perforated 
viscus), influence the clinical course, and alter the out- 
come completely. Unless one includes all deaths as 
defined above the maternal mortality rate will become 
artificial and arbitrary. 

(There is at present room for so much juggling in 
deciding what constitutes a maternal death that existing 
figures (including British) on maternal mortality are quite 
unreliable and misleading. It may not be generally 
known that in England and Wales deaths from 
“associated causes” are not included in the Registrar 
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General’s maternal mortality rates. It is time something 
was done about it and something like the Massachusetts’ 
definition universally applied. Here is a chance for our 
College to take a much-needed initiative.] 

F. J. Browne 


51. Post-Partum Cerebral Thrombophlebitis. (Les 
thrombo-phlébites cérébrales du post-partum.) 

By J. Dusors. Gynéc. Obstét., 55, 472-493. Nov.—Dec. 
1956. 38 refs. 

In order to explain the symptomatology of puerperal 
cerebral thrombo-phlebitis the author describes the 
pathological anatomy of the cerebral veins in consider- 
able detail. The sinuses of the dura mater form an 
external network of veins, and there is an internal plexus 
of veins in the cerebral hemispheres distributed in three 
groups, those draining the convexity of each hemisphere 
and those draining the medial surface and base. None of 
these have valves. 

The author describes the main clinical features of con- 
vulsions, paralyses and intracranial hypertension. The 
onset is invariably sudden with acute symptoms which 
may disappear for a time and then recur in a different 
form. The acute onset of the initial symptoms corresponds 
to the obliteration of the vein by the clot. The temporary 
remission of the symptoms corresponds to the adjustment 
of the collateral circulation. The clinical signs may be 
diverse, and depend on the position of the first thrombosis 
and the number of these which follow. Other thromboses 
often occur, and these indicate a bad prognosis. 

There are two theories of the pathogenesis. The first 
suggests that the thrombosis is primarily in the cerebral 
vessels. The second theory is that advanced by Purdon 
Martin and based on the experiments of Batson on 
monkeys and cadavers. He found that if the pelvic veins 
were perfused with radio-opaque media these could be 
traced along the peri- and intra-spinal venous plexuses to 
reach the base of the skull. Purdon Martin thought that 
in the parturient woman the position at delivery, the 
expulsive efforts, and the blood loss drove the blood out 
of the abdominal veins towards the spinal plexuses. By 
this mechanism a clot could be detached from a pelvic 
vein and reach the brain. 

Of the cases described 23 occurred in primiparae and 
18 in multiparae. Symptoms included prodromal 
phenomena such as facial neuralgia, paraesthesia, attacks 
of momentary unconsciousness and headache. The main 
symptoms may appear very suddenly, and the commonest 
symptom is convulsions; these were present in 29 of the 
writer’s cases. Paralysis is rarely the first symptom. It was 
noted in 7 cases, and varied in degree from mild distur- 
bance to mono- or hemiplegia. With left sided cases 
aphasia may occur. 

The syndrome of intracranial hypertension occurred in 
10 cases and was characterized by exacerbation of the 
headaches, nausea, vomiting or sudden blindness. 
Psychical disturbances occur, including a confusional 
state lasting for minutes or days, and changes in dis- 
position, with anxiety, aggression, indifference or 
delusion. 
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As regards immediate prognosis, out of a total of 47 
cases 15 died directly as a result of the cerebral throm- 
bosis. Indications of bad prognosis are intense prodromal 
symptoms, an increasing number of convulsions, and 
deep coma. If the patient survives serious sequelae may 
follow. Out of 32 cases that lived 9 had sequelae, in- 
cluding 5 cases of epilepsy, one of monoplegia, one of 
central hemiparesis, and one of hemiplegia with periodic 
convulsions. 

Treatment consists of the administration of sedatives, 
antibiotics and anticoagulants. 

D. Maxwell 


OBSTETRIC OPERATIONS 


52. The Management of the Near-Term Pregnant 
Patient Who Dies Undelivered. 

By A. M. Wer and V. R. GraBer. Amer. J. Obstet. 
Gynec., 73, 754-759. Apr. 1957. 2 figs. 3 refs. 

The authors report 2 successful post-mortem Caesarean 
sections. Caesarean section should be done when 
gestation has lasted more than 28 weeks and when signs 
of foetal life were present before the mother’s death. 
Every minute lost after her death decreases the baby’s 
chance of survival and there is no authentic record of its 
survival when more than 25 minutes have elapsed. No 
time should be wasted in searching for signs of foetal life. 


F. J. Browne 


53. Performance of Cesarean Section with Aid of 
General Anesthesia. 

By H. L. Aten, A. S. WEEKLEY and D. W. METCALF. 
J. Amer. med. Ass., 164 1743-1746. Aug. 17, 1957. 8 refs. 

The authors record their experience with 1,011 
Caesarean sections performed with cyclopropane-curare 
anaesthesia at the North Side Unit of the Youngstown 
Hospital, Ohio. All patients in this series received 
scopolamine with or without additional premedication, 
and after induction in the operating room by cyclo- 
propane an injection of 6 to 12 mg. of \tubocurarine 
chloride was given intravenously by fully trained per- 
sonnel. The indications for the operation are tabulated 
and the foetal loss is corrected for congenital abnor- 
malities incompatible with survival, gestation of less 
than 28 weeks, foetal weight of less than 1,000 g. (2-2 
pounds), and intra-uterine death before section. The 
corrected figures gave 2-4 per cent stillbirths and 2-3 
per cent neonatal deaths. Abruptio placentae was the 
greatest cause of stillbirth. There was only one maternal 
death in the series and this occurred two weeks after 
operation and was nov related to anaesthesia. 

The results obtained by various methods of anaesthesia 
reported in the literature are variable. The superiority of 
regional anaesthesia is often quoted, but the findings of 
this paper conflict with such claims. The good results are 
ascribed in part to the care and observation given to the 
individual patient before and after the operation. There 
is no one method of anaesthesia for Caesarean section 
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that is superior to all other methods but it is recom- 
mended that trained anaesthetists be kept available for 
obstetric patients throughout the 24-hour day. 

D. W. James 


54. A Defence of the Transverse Extraperitoneal 
Caesarean Section. (Défense de la césarienne extra- 
péritonéale transversale.) 

By J. Borerta Liusia. Gynéc. prat., 8, 85-92. 1957. 
20 refs. 

The advent of the sulphonamides and the antibiotics 
has resulted in the preparedness of most obstetricians to 
undertake transperitoneal Caesarean section even in 
infected cases. 

The extraperitoneal route has, almost entirely, been 
rejected on the grounds that (1) adequate protection 
against the danger of peritonitis is offered by the anti- 
bacterial drugs available, (2) thé technique is laborious 
and time consuming, (3) the increased danger of injury 
to the bladder, (4) the risk of peritoneal tears, which 
abolish any theoretical value of the procedure, and 
(5) the danger of a pelvic cellulitis which may be as 
disastrous as a peritonitis. 

These objections are considered individually in this 
article. The author has been impressed by the increasing 
percentage of organisms responsible for obstetric sepsis 
which are antibiotic resistant. (In Madrid 60 per cent of 
such sepsis is due to penicillin resistant organisms.) 
He suggests therefore that whilst such drugs are of great 
use in the infected obstetrical case, they have not, of 
themselves, outmoded the extraperitoneal operation. 

He considers that his own technique of extraperitoneal 
approach to the lower segment is easily acquired and not 
unduly time consuming. [The detailed technique has been 
described in previous publications to which reference is 
made in this article.] 

Pelvic cellulitis has, in the author’s éxperience, been 
rare and never severe. He drains the extraperitoneal 
space in all potentially infected cases. 

The extraperitoneal route has other advantages over 
the transperitoneal operation. Firstly, the author main- 
tains that by use of his technique few instruments are 
required and less suturing is necessary. Secondly, the 
fact that the peritoneal cavity is not opened means that 
the operation may be undertaken under very light 
anaesthesia and also removes the peril of the neglected 
swab. Lastly, the incision into the lower segment is made 
at a lower level than is used in the transperitoneal 
operation. 

The author concludes that the extraperitoneal opera- 
tion by his technique is strongly indicated in the 
management of the definitely infected and the suspect 
case. Geoffrey Dixon 


GYNAECOLOGY 


FUNCTIONAL DISORDERS 
55. Irregularity of the Stages of the Menstrual Cycle. 
By C. F. FLUHMANN. West. J. Surg. Obstet. Gynec., 
65, 265-275. Sept.-Oct. 1957. 4 charts. 17 refs. 
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REVIEW OF CURRENT LITERATURE 


Observations are reported on 227 cycles in 102 women. 
The time of ovulation was determined by daily reading of 
the basal body temperature. All the patients were being 
investigated for infertility but all the cycles considered 
were ovulatory. The length of the post-ovulatory phase 
varied from 7 to 20 days (mean 12-15 days) and bore no 
relation to the total length of the cycle, there would thus 
appear to be a limit to the life of the corpus luteum in the 
non-pregnant woman. In cycles of average length (25-29 
days) there is a definite correlation between the lengths of 
the pre- and post-ovulatory phases, as one lengthens the 
other shortens. Prolongation of the post-ovulatory phase 
does not appear to be a significant factor in lengthening 
the cycle, this being almost always due to a long pre- 
ovulatory phase. It appears to be very doubtful if 
amenorrhoea can ever be caused by a persistent corpus 
luteum. D. C. A. Bevis 


56. The Obesity, Menstrual Irregularity and Hirsutism 


yndrome. 
By W. H. Mutter. S. Afr. med. J., 31, 921-922. 
Sept. 14, 1957. 11 refs. 

This syndrome usually manifests itself in young women 
by the sudden onset of obesity, menstrual irregularity and 
sometimes slight hirsutism. Three types are described: 
(a) post-marital, (6) post-pregnancy, and (c) other types, 
including post-operative and post-stress. Obesity is 
always present. There may be oligomenorrhoea or 
secondary amenorrhoea, usually with anovular cycles. 
Bleeding may be metrorrhagic. Hirsutism may be present. 
Headaches and a family history of diabetes are not 
infrequently found. 

Seventeen-ketosteroid estimations should be per- 
formed. A rare possibility is an androgenic ovarian 
tumour. With a suggestive history, ovarian hyperthecosis 
should be excluded. If the ovaries are not enlarged, strict 
weight reduction is essential. The author has not found 
X-ray of value in the diagnosis of ovarian enlargement. 

The most réasonable explanation is that it is a stress 
reaction with a consequent upset in the hypothalamic— 
pituitary axis and resultant dysfunction of the adrenal 
cortex and the ovaries. The fact that some of these cases 
respond to cortisone also suggests adrenal dysfunction. 
L. J. Abramowitz 


57. Observations on Méetachromatic Granules in 
Human Endometrium. 

By W. L. Rumsowz and E. G. GREENE. Amer. J. Obstet. 
Gynec., 73, 992-999. May 1957. 2 tables. 4 figs. 13 refs. 

Various observers have noted the presence of a heparin- 
like substance in the endometrium and suggested that its 
excess might cause menorrhagia which could be relieved 
by the use of toluidine blue, an anti-heparin drug. The 
authors examined specimens of endometrium obtained 
by curettage or hysterectomy from normally menstru- 
ating women on the first day of the flow, from patients 
with hypermenorrhoea (increase in amount or duration 
of the flow), from women with polymenorrhoea (too 
frequent periods), and from pregnant women immedi- 
ately after abortion. 
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The clinically normally menstruating group and the 
group with polymenorrhoea showed few or no cells 
bearing metachromatic granules, but they were numerous 
in the pregnant women, and in those with hyper- 
menorrhoea. The granule bearing cells are tissue mast 
cells and the granules are believed to be heparin which 
may be the cause of the increased bleeding. The cases of 
cyclic hypermenorrhoea with normal ovulation and 
normal secretory endometrium gave the best response to 
toluidine blue. F. J. Browne 


58. Long-Acting Progestational Agents. 

By E. Davis and G. L. Wiep. Geburtsh. u. Frauenheilk., 
17, 916-928. Oct. 1957. 2 tables. 6 figs. 11 refs. [In 
English.] 

The authors have studied the actions of 3 long-acting 
progesterone-like substances, namely, 17-« hydroxy- 
progesterone acetate, 17-« hydroxyprogesterone capro- 
ate and 17-ethinyl 19-nortestosterone enanthate. These 
substances were tested on patients who had been 
surgically castrated and had had artificially maintained 
cycles for at least 3 years. One mg. of diethyl stil- 
boestrol was given daily. On the 14th day of the cycle an 
injection was given of one of the 3 substances named 
above or an injection of 500 mg., of chemically pure 
progesterone. Endometrial biopsy was carried out on 
the 28th day of the cycle or on the first day of bleeding, 
if this occurred before. Oestrogen therapy was main- 
tained until the onset of uterine bleeding if the endo- 
metrium was in the secretory phase, otherwise it was 
discontinued at the time of biopsy or when bleeding 
occurred. Each day vaginal smears and cervical mucus 
were examined and basal temperatures were recorded. 

A single injection of any of the 3 test substances in- 
duced secretory changes in the endometrium, regression 
of epithelial proliferation in the vagina, rise of body 
temperature and abolition of the cervical mucus fern 
phenomenon. Whereas, the single injection of pure 
progesterone produced only a transitory effect on the 
vaginal epithelium and no other change. 

Of the 3 substances, 17-ethinyl 19-nortestosterone 
enanthate was the most potent. An injection of 150 
mg. produced the same effects as 350 mg. of the other 
2 substances. 

Uterine bleeding, probably due to progesterone with- 
drawal, occurred 13-15 days after a single injection of 
350 mg., of 17-« hydroxyprogesterone acetate or 
caproate. With 150 mg., of 17-ethinyl 19-nortesto- 
sterone enanthate uterine bleeding was postponed until 
25-28 days after injection. 

The therapeutically useful dose of these substances, 
used as a single injection, is between 100-300 mg. For 
cyclical use the effect of 17-ethinyl 19-nortestosterone 
enanthate is too prolonged. The bulk of the injection 
of 17-« hydroxyprogesterone acetate is large, since it 
can only be dissolved in a concentration of 50 mg. per 
ml. 

No untoward side-effects were noted during the 
administration of these progestational substances. 

Peter J. Huntingford 
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59. Cystoscopy in the Investigation of Postmenopausal 


By C. J. Dewnurst and W. A. W. Dutton. Lancet, 2, 
524-525. Sept. 14, 1957. 

Because of the possibility of postmenopausal bleeding 
originating from the bladder in some cases, cystoscopy 
has been increasingly used in recent years. Six cases of 
bladder tumour were encountered in 176 cases of post- 
menopausal! bleeding. Only 2 of the 6 patients had frank 
haematuria and recognized the fact. The authors point 
out that a normal catheter specimen of urine does not 
exclude the urinary tract as the source of the bleeding. 
They conclude that whenever an obvious cause for the 
bleeding is not found in the genital tract or when the 
patient is uncertain of the source of the bleeding, 
cystoscopy should be performed. 

H. Fouracre Barns 


60. Irradiation in the Treatment of Anovulation. 

By M. S. Forrest. Med. J. Aust., 2, 325-326. Aug. 31, 
1957. 7 refs. 

The treatment of anovulation, encountered as a 
causative factor in cases of sterility, is far from satis- 
factory. At the Sterility Clinic, The Royal Women’s 
Hospital, Melbourne, low dosage radiation such as a 
total depth dose of 180 r to the ovaries and 75 r to the 
pituitary, given in three divided doses over a period of 
fourteen days, has given a favourable response when 
general medical care and endocrine therapy have failed. 
Thirty-three infertile patients were thus treated. Ovu- 
lation was demonstrated in 16 patients and 13 of these 
became pregnant. The total number of pregnancies was 
25, resulting in 19 full-time deliveries, with no evidence 
of foetal abnormality. 

The possibility of early pregnancy is the main contra- 
indication to irradiation. In this series therapy was com- 
menced immediately after a normal period and the patient 
was advised to refrain from intercourse during treatment. 

Forrest states that low-dosage irradiation to the 
pituitary and ovaries has not been shown to be detri- 
mental to man. 

There is a risk that ovarian failure may develop. For 
fear of this the dosage of irradiation to the ovaries has 
now been reduced to 50 r. 

S. Devenish Meares 


61. Pleural Effusion and Female Sterility. (Pleuritis 
exsudativa und weibliche Sterilitat.) 

By F. Cexon. Zbl. Gyndk., 79, 1461-1473. Sept. 21, 
1957. 3 tables. 20 refs. 

Sixty-one cases of proved female genital tuberculosis 
were investigated. The highest incidence occurred 
between the ages of 21 and 30, when fertility is normally 
at its peak. 

It was found that in the majority of them (69 per cent) 
primary or secondary sterility was preceded by pleural 
effusion. In many cases where such a history could not 
be elicited, radiological evidence of past pleurisy could 
be shown. 
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Of the 19 cases in whom no history or evidence of past 
pleurisy was obtained, 11 had proved pulmonary tuber- 
culosis, and one had had tuberculous peritonitis. The 61 
women were all sterile. 

The author believes that the Fallopian tubes are 
invaded within 2-4 weeks of the occurrence of pleural 
effusion, owing to delay in the allergic defence reaction 
of the body. He therefore recommends that pleural 
effusion in young females should be treated like active 
parenchymatous pulmonary tuberculosis, in an attempt 
to prevent involvement of the genital tract. 

Bruce Eton 


62. Diagnosis and Treatment of Impairment of Fertility 
in the Male. (Zur Diagnose und Therapie der Fertilitats- 
stérungen des Mannes.) 

By J. Kimmie. Arch. Gyndk., 189, 237-244. 1957. 
2 figs. 

Thorough investigation of the male partner in a sterile 
marriage is of the utmost importance, since the husband 
is responsible for 40 per cent of all infertile marriages. 

The author classifies male fertility according to mor- 
phological characteristics of the ejaculate into normo- 
spermia (60-120 mill sperms/ml., motility 70-80 per 
cent 20-30 minutes after ejaculation), hypozoospermia 
(40-60 mill sperms/ml. with a decrease in motility), 
oligozoospermia (under 40 mil! sperms/ml., with im- 
pairment of motility and many abnormal forms), and 
azoospermia. The 3 most important biochemical con- 
stituents of the seminal plasma are fructose, inosit and 
hyaluronidase. Fructose is synthesized in the seminal 
vesicles, its production being strictly dependent on the 
function of the Leydig cells, i.c., on the presence of 
testosterone. It appears at the onset of puberty and 
disappears after castration. The normal fructose con- 
centration in semen viuries between 1,200-4,000 ml. 
Inosit is also synthesized in the seminal vesicles and 
depends on the presence of testosterone. Its concen- 
tration in seminal plasma lies between 1,000-—3,000 ml. 
Hyaluronidase is produced by spermatozoa and the cells 
of spermatogenesis, and is alleged to play a part in facili- 
tating the passage of the spermatozoa through the 
uterine tubes as well as in the actual penetration of the 
ovum by the spermatozoa. 

Diseases of the gonads are not always manifested by 
morphological and biochemical changes in the semen. 
Testicular biopsies and hormonal assays are essential 
diagnostic procedures in the investigation of male 
sterility. 

The author discusses various forms of hypogonadism: 

(1) Normal sperm counts with lowered fructose con- 
centration regarded as Leydig cell deficiency. 

(2) Germinal aplasia: histologically there is narrowing 
or obliteration of the tubular lumen and complete 
replacement of the lining epithelia by Sertoli cells. The 
Leydig cells are normal. 

(3) Klinefelter, Reifenstein and Albright syndrome 
characterized by oligo- or azoospermia, bilateral tubular 
sclerosis, increased urinary gonadotrophin excretion, 
hyperplasia of the Leydig cells and gynaecomastia. 
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REVIEW OF CURRENT LITERATURE 
(4) Idiopathic eunuchoidism with undifferentiated 
germinal epithelium in the tubules and absence of Leydig 
cells. FSH and gonadotrophins are absent in the urine. 
The author recommends treatment with a combination 
of gonadotrophins and testosterone for oligo- and hypo- 
zoospermias. Occlusion of the seminal ducts is treated 
surgically by vasoepididymostomy. Primary testicular 
atrophy is treated by substitution therapy with testo- 
sterone, preferably with long-acting depot substances. 
E. Wachtel 


INFECTIONS OF THE REPRODUCTIVE ORGANS 

63. The Part Played by Pregnancy and Labour in the 
Pathogenesis of Female Genital Tuberculosis. (Die Rolle 
der Schwangerschaft und der Geburt bei der Patho- 
genese der weiblichen Genitaltuberkulose.) 

By F. Karpos. Zbl. Gyndk., 79, 1225-1232. 1957. 
2 figs. 13 refs. 

The author reports the results of a study of 54 women 
with genital tuberculosis observed at the State Sanatorium 
at Budapest. Seventy per cent of cases were seen in 
women between 16 and 25 years. Thirty per cent occurred 
in women of 28 years and over. The older age group 
presented mostly with abnormal bleeding, less commonly 
with secondary sterility. The diagnosis was made by 
curettage, aspiration of an adnexal tumour or serial 
bacteriological investigation. Genital tuberculosis de- 
veloped after pregnancy in 9 patients. 

The author believes that in women with an unhealed 
and in some cases symptomless tuberculous lesion in the 
lungs the demands made by pregnancy on the maternal 
organism predispose to extra-pulmonary, including 
genital, spread of tuberculosis. He emphasizes the fact 
that the morbidity due to extra-pulmonary tuberculosis 
is greater in women than in men, and in women it occurs 
particularly during the years when most pregnancies and 
labours take place (20 to 34). He concludes that tuber- 
culosis may spread to the pelvic organs after delivery. 

Bruce Eton 


64. The Factor of Ovarian Hypofunction in Tricho- 
moniasis in the Female. The Incidence of the Infection 
at the Menopause. (Facteurs hypofonctionnels dans la 
trichomoniase de la femme. Fréquence de l’affection a 
la ménopause.) 

By J. M. Bepoya and L. R. Rico. Gynéc. prat., 8, 
99-103. 1957. 9 refs. 

One hundred and seventy menopausal women were 
examined for Trichomonas vaginalis. The organism was 
found in 20 (11-7 per cent). The time since the last 
period varied from one year to thirty years. 

Geoffrey Dixon 


65. The Clinical Picture of Latent Trichomoniasis in 
the Male. (Clinique de la trichomoniase latente chez 
l'homme.) 

By J. M. Bepoya and G. Rios. Gynéc. prat., 8, 93-98. 
1957. 13 refs. 

The authors claim to have found the trichomonas in 
urethral smears in 78-7 per cent of husbands of patients 
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whom they treated for trichomonas vaginitis. These 
smears were taken after simple urethral expression. 
Flagellates were not found in the preputial fold. 

Forty-eight of the men having a positive urethral smear 
were studied more closely. Almost all had a history of 
extramarital intercourse and the authors deduce that the 
incubation period of the infection varies from 4 to 8 days. 
Twenty-nine per cent had no subjective sign of the in- 
fection. The commonest symptom, occurring in over 30 
per cent of the cases was mild itching of the anterior 
urethra. Dysuria and tenesmus were noted in 29 per cent 
and some 25 per cent noted a small urethral discharge. 

Objectively, a discharge was found in more than 70 per 
cent, but was purulent in only 10 per cent. 

The authors feel that there is no doubt that tricho- 
monas infestation is a venereal disease and that it is 
useless to treat a woman without also treating her male 
partner. They add, however, that in their opinion, no 
effective treatment exists as yet for the male cases. 

Geoffrey Dixon 


NEW GROWTHS OF THE REPRODUCTIVE 
ORGANS 


66. Vaginal Lesions of Adenomatous 

By W. E. SruppiForD. Amer. J. Obstet. Gynec., 73, 
641-655. Mar. 1957. 15 figs. 13 refs. 

The commonest vaginal tumour is the epithelioma 
arising in the squamous epithelial lining. Those arising 
from glandular structures are of three types: primary 
endometriosis, diffuse adenosis of the vagina, and 
primary adenocarcinoma, all probably of Miillerian 
(paramesonephric) origin. The diffuse adenosis of the 
vagina is extremely rare. Clinically there are innumerable 
tiny shot-like nodules, some of which lie beneath the 
mucosa and present as shiny vesicles. Their lining is low 
cuboidal epithelium. They are symptomless and tend to 
spontaneous regression. Solitary cysts occur in the lateral 
or posterior vaginal wall, rarely exceed 4 cm. diameter 
and probably arise from the remnants of the meso- 
nephric (Wolffian or Gartnerian) duct, but some are 
believed to be of Miillerian origin. As a rule they are 
symptomless and need no treatment. 

[I have been brought up to believe that about 10 per 
cent of normal vaginas contain glands opening on the 
surface of the vagina. After all, as the upper two-thirds 
of the vagina is of Miillerian origin there is no reason 
why glands similar to those in the corpus uteri or even 
in the cervix shou'd not seldom occur there and some- 
times cause trouble.] F. J. Browne 


67. Sarcoma Botryoides: A Clinical and Pathologic 
Review and Report of Four New Cases. 

By H. C. Duckett, C. D. Davis and J. B. McCatt. 
Obstet. Gynec., 9, 517-522. May 1957. 2 tables. 1 col. 
plate. 27 refs. 

From Duke Hospital, Durham, N. Carolina, the 
authors report 4 cases of sarcoma botryoides in patients 
aged 18 months, 36 months, 15 years and 18 years. The 
original site in each was the vagina. 
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By J. A. ABOLINS. Acta obstet. gynec. scand., 36, 270- 
288. 1957. 5 figs. 40 refs. 

During the 3 decades from 1920 to 1949 the gynae- 
cological department of the Radiumhemmet, Stockholm, 
admitted 1,070 patients who were referred for treatment 
because of uterine fibroids. 

Of these, admittedly selected, cases 9 per cent were 
treated by intra-uterine application of 40 mg. radium 
element for 16 hours, after curettage. There was no 
mortality and no morbidity in this group, and meno- 
pausal symptoms occurred rarely and were mild. No 
gynaecological carcinoma was found on follow-up 
examination. 

Thirty-four per cent of the patients were treated with 
X-rays (500 to 700 r applied to 2 anterior and 1 or 2 
posterior sites) after curettage. There was no mortality 
and no serious complication in this group, but about 
one-fifth of the patients complained of fairly severe 
menopausal symptoms. Gynaecological carcinoma sub- 
sequently developed in 4 per cent of this group (11 of the 
endometrium, 2 of the cervix, 2 of the urethra, 1 of the 
ovary, and 4 of the “pelvis”). 

Seventeen per cent of the patients referred received 
surgical treatment. Whilst the fibroids treated with 
X-rays or radium were small and almost always associ- 
ated with menorrhagia only, in the surgically treated 
group they were comparatively large, unfavourably 
situated for radiotherapy (cervix, submucosa), and associ- 
ated with pain or urinary symptoms. One per cent of this 
group subsequently developed cervical stump carcinoma 
after sub-total hysterectomy. 

Diagnostic curettage was done in 18 per cent of the 
patients. Of these, 14 per cent were later operated on, 13 
per cent re-curetted, and 12 per cent treated with X-rays 
or radium. In 1 per cent of this group, gynaecological 
carcinoma developed (1 case in the ovary and 1 in the 
endometrium). 

Twenty-seven per cent of the patients received no 
treatment and were merely kept under observation. 
Eighteen per cent of these were later operated on, 8 per 
cent were curetted, and 9 per cent received radiotherapy. 
Gynaecological carcinoma developed in 2 per cent of this 
group (3 of the cervix, 2 of the endometrium). 

[It should be noted that the author who is naturally 
biassed in favour of radiotherapy states that “‘during the 


last 2 decades the number of cases treated by Roentgen - 


therapy has been steadily decreasing”.] N. Alders 


69. Diagnosis and Treatment of Intra-Epithelial 
Carcinoma. (Zur Diagnose und Therapie des “sog. 
Oberflaichenkarzinom”’.) 

By E. H. Kricer. Zbi. Gyndk., 79, 1421-1430. 1957. 
2 tables. 113 refs. 
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The author discusses the diagnosis of carcinoma in 
situ and the difficulty of assessing the prognosis. 28,900 
women were examined during two-and-a-half years. 
After colposcopic and cytological screening serial histo- 
logical sections demonstrated intra-epithelial carcinoma 
in 60 cases. Fifty of these women were parous. The 
incidence was highest between the ages of 36 and 40. 

On an average 1,265 sections were required in order 
to establish with certainty the diagnosis of intra-epithelial 
carcinoma. In 53 suspected cases a circular biopsy was 
taken. If on histological examination the biopsy was 
surrounded everywhere by healthy tissue no further 
treatment was given, but the patient was re-examined 
every three months. In all other cases total vaginal 
hysterectomy or intra-cervical radium treatment was 
carried out. 

In 5 patients radical hysterectomy was performed in 
order to avoid delay, relying of very suspicious colpo- 
scopic and cytological findings only. The diagnosis was, 
however, not confirmed on post-operative histological 
examination. This illustrates the importance of an 
exact pre-operative diagnosis. 

Fifty-seven of the 60 patients have been followed up 
for 14 to 3} years so far. None of those treated by 
hysterectomy or radium (16) has shown any sign of 
recurrence. Amongst 44 of those “treated” by biopsv 
only, 12 have again developed suspicious colposcopic 
findings. This indicates that the circular biopsy must not 
be regarded as “treatment”, even if the margin consisted 
everywhere of healthy tissue. 

Bruce Eton 


70. Mass Screening of the Total Female Population 
of a County for Cervical Carcinoma. 

By H. E. Niesuras, I. Stercus, E. M. STEPHENSON 
and B. L. Harsin. J. Amer. med. Ass., 164, 1546-1551. 
Aug. 3, 1957. 3 tables. 6 refs. 

After intensive publicity in Floyd County, Georgia, 
the authors were able to make cervical cytological exam- 
inations upon 17,761 women, representing practically the 
entire female population over the age of 19 years. After 
insertion of a speculum, 25,422 smears were taken 
directly from the endocervical canal. An attempt was 
made to increase the number of examinations by means 
of a specially designed tampon, but 28 per cent of 2,472 
self-obtained smears failed to contain endocervical 
material and the use of the speculum was found to give 
the highest degree of accuracy. It also allowed inspection 
of the cervix in each case. At first the smears were fixed 
in ether alcohol, but eventually a technique of re- 
hydration was elaborated which permitted the drying 
of smears. 

The examinations were made between September, 1951 
and December, 1955. Cancer cells were found in 
specimens of 117 patients and biopsy material obtained 
in 84 of these. Carcinoma in situ was found in 56 of these 
women and invasive carcinoma in 28. For the total white 
female population the prevalence rate of carcinoma in 
situ was 2-8 per 1,000 and for invasive carcinoma 1-4 
per 1,000. Repeat examinations on negative smears over 
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a period of four years indicated that new cases of car- 
cinoma in situ developed in 1-8 per 1,000 each year. 
The authors believe that these figures would be valid for 
the United States as a whole. D. W. James 


71. The Role of Exfoliative Cytology in the Diagnosis 
of Carcinoma of the Cervix Uteri. 

By E. H. Dare, O. A. Brines, G. S. WILSON and 
H. M. NeLson. Amer. J. Obstet. Gynec., 74, 25-30. 
July 1957. 6 figs. 1 ref. 

At a cancer detection centre in which 15,832 women 
were seen in 44 years, 151 (0-95 per cent) were found to 
have cancer of the cervix. Of these 147 were of the 
squamous cell variety, 39 of which were pre-invasive. 
Nearly one-fourth of the invasive and three-fourths of the 
pre-invasive cases were missed on vaginal inspection but 
were picked up by examination of the smear. More than 
one-third of the patients with cancer of the cervix were 
under 40 years of age and in half of these the growth was 
invasive. It is concluded that history and physical 
examination only are not reliable methods for the 
diagnosis of cervical carcinoma. F. J. Browne 


72. A Further Note on the Coexistence of Cervical 
Cancer and Prolapse of the Uterus. (Note complémentaire 
concernant la coexistence du cancer du col et du pro- 
lapsus utérin.) 

By H. Fope and M. Tutery. Bull. Soc. roy. belg. 
Gynéc. Obstét., 27, 115-117. 1957. 4 refs. 

The authors report two new cases of cervical car- 
cinoma associated with total prolapse of the uterus. 

Authors’ Summary 


73. Carcinoma of the Cervical Stump. 

By D. G. Decker, A. B. Hunt, R. E. Fricke and 
G. A. NELSON. Amer. J. Obstet. Gynec., 73, 974-984. 
May 1957. 3 figs. 9 tables. 9 refs. 

From 1940 to 1949 inclusive 1,451 cases of cancer of 
the cervix were seen at the Mayo Clinic and of these 98 
(6-7 per cent) were cancers of the stump, 84 being “true” 
cases and 14 “coincident”, i.e., seen within 2 years after 
the subtotal hysterectomy and therefore presumably 
present at the time of the operation. The average lapse 
of time after hysterectomy was 11-5 years and the 
longest 35 years, and it is especially important to note 
that 21 of the patients had never been pregnant. As to 
treatment radiation therapy, usually radium and X-rays, 
was utilized for the majority, and in oniy 5 was any form 
of surgical procedure adopted. This consisted of abdom- 
inal removal of the stump and in 3 cases radical removal 
of the pelvic lymph nodes as well. In radiation by radium 
care must be taken to pack off the applicators from 
rectum and bladder. The total dose of radium was 
usually 4,000 mg. hours but depended on bulk and 
location of the lesion. 

Of the 98 cases the absolute survival rate for 5 years 
or more was 58-2 per cent. 

The authors hope that in future, through the almost 
universal use of total instead of subtotal hysterectomy 
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and the wider employment of the cervical smear for 
cytology, cancer of the cervical stump will become 
exceedingly rare. F. J. Browne 


74. Tumors of the Broad Ligament. 

By G. H. Garpner, R. R. GREENE and B. PECKHAM. 
= J. Obstet. Gynec., 73, 536-554. Mar. 1957. 22 figs. 
7 refs. 

This is the authors’ seventh publication on data 
accumulated from studies of broad ligaments during the 
last 10 years. In this article they include tumours of the 
rete ovarii and those arising from mesonephric and 
paramesonephric structures in the broad ligaments, 
but exclude mesonephric and paramesonephric cysts as 
they are merely distension phenomena. 

The series includes 27 tumours all of which originated 
in the broad ligament. Most of these were small, and 
many were chance findings in microscopic preparations, 
and hence only of academic interest. There were 3 
minute myomata, 1 fibroadenoma, 5 serous cystomas, 
9 serous papillary cystadenomas, 5 Brenner tumours, 
1 granulosa cell tumour, 1 rete adenoma, 1 para- 
mesonephric adenoma, and 1 adenocancer. All the 
Brenner tumours were tiny and were actually located 
in the hilum or medulla of the ovary. The granulosa cell 
tumour was separate from the ovary, and was associated 
with endometrial hyperplasia, and later with cancer of 
the corpus uteri. It probably arose from misplaced or 
accessory ovarian tissue. The adenocancer was a hard, 
fixed, lateral pelvic tumour, separate from the uterus 
and tube and extending down into the paravaginal 
tissues. It presumably arose from one or other of the 
broad ligament structures. F. J. Browne 


75. The Stein-Leventhal Syndrome: Analysis of 43 
Cases with Special Reference to Association with Endo- 
metrial Carcinoma. 

By R. L. Jackson and M. B. Dockerty. Amer. J. 
Obstet. Gynec., 73, 161-173. Jan. 1957. 2 tables. 7 figs. 
31 refs. 

The authors, at the Mayo Clinic, studied 43 patients 
who had the Stein-Leventhal syndrome, of whom 16 had 
associated endometrial cancer, an incidence which they 
consider too high to be merely coincidental. The cancer 
seems to develop in neglected cases with a long history 
of symptoms, and it is suggested that the hyperplastic 
theca interna, through elaboration of excessive amounts 
of oestrogens, may be carcinogenic. Routine diagnostic 
curettage should always precede surgical attack on the 
ovaries, as otherwise the endometrial cancer may be 
overlooked. F. J. Browne 


76. Feminizing Mesenchymomas (Granulosa-Cell and 
Theca-Cell Tumors) ‘With Associated Endometrial Car- 
cinoma. Review of the Literature and a Study of the 
Material of the Ovarian Tumor Registry. 

By J. W. Greene, Jr. Amer. J. Obstet. Gynec., 74, 
31-41. July 1957. 3 tables. 4 figs. 53 refs. 

A case of granuloma cell tumour associated with 
cancer of the endometrium is described in a woman aged 
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33 years. The report brings the total number of instances 


of combined feminizing mesenchymomas and endo- 
metrial cancer to 132, of which only 3 were in women 
under 40. F. J. Browne 


77. Sarcoma and Sarcoma-Like Proliferations of the 


By R. E. Symmonps, M. B. Dockerty and J. H. 
Pratr. Amer. J. Obstet. Gynec., 73, 1054-1070. May 
1957. 2 tables. 7 figs. 25 refs. 

The authors have re-studied 56 uterine neoplasms 
previously regarded as sarcomas of endometrial stroma, 
and as a result it became apparent that 5 were really 
examples of endometrial stromal hyperplasia and 11 of 
stromal endometriosis or stromatosis. The latter are of 
a more aggressive character than stromal hyperplasia, 
perhaps bordering on malignancy. The ages of the 5 
patients with stromal hyperplasia ranged from 29 to 50 
years. All were actively menstruating, and menorrhagia, 
metrorrhagia and other aberrations of menstrual flow 
had been the presenting symptoms in each case, and in 
each excessive amounts of endometrial tissue had been 
obtained by diagnostic curettage. Microscopically it was 
apparent that proliferation of the stroma of the endo- 
metrium accounted for the abundance of tissue. The 
endometrium was in the proliferative phase in 3 and 
secretory in 2, and apparently the increased mitotic 
activity, the considerable cellularity, and the over- 
abundance of endometrium had dictated the original 
diagnosis of sarcoma of the endometrial stroma. While 
the presence of occasional mitotic figures is important 
in the diagnosis of myogenic sarcoma they are much less 
important in diagnosis of sarcoma of the endometrium, 
and too much reliance on them may lead to a wrong 
diagnosis of sarcoma. 

In the 11 cases reclassed as stromal endometriosis the 
symptoms were menorrhagia, metrorrhagia, discharge, 
pelvic pain, and the presence of an abdominal tumour, 
and, in 3 of the patients, of post-menopausal bleeding. 
Grossly the lesions took the form of submucous and 
intramural pinkish white solid tumours of rubbery 
consistency with root-like extensions which permeated 
the uterine wall, the uterine veins, and frequently the 
broad ligaments. Sometimes there were long worm-like 
ramifications inside spaces lined by endothelium, and 
occasionally inside veins, but evidence of destruction of 
surrounding myometrium was lacking. Mitologically 
the tumours showed a highly cellular composition 
resembling endometrial stroma cells but with remarkable 
invasive properties including vaso invasion. Mitotic 
activity was minimal and ia and cellular 
pleomorphism were slight. The cells were often con- 
tinuous with those of the normal endometrial stroma, 
one had osteoid and osteogenic tissue in a broad liga- 
ment extension so that it suggested mesodermal mixed 
cell sarcoma but its benign nature was evidenced by its 
non-recurrence 6 years after removal. 

The results of treatment of the 11 cases of stromatosis 
were good in all but one in which the growth recurred 
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after 4 years, and death occurred from uraemia. Total 
hysterectomy and salpingo-odphorectomy is the opera- 
tion of choice. The entire group of stromal neoplasms 
would appear to have a common ancestor in pluri- 
potential mesodermal elements which can form a variety 
of tissue types. The authors prefer to classify these 
relatively benign stromal lesions as instances of pro- 
liferative stromatosis thus avoiding the serious prognostic 
connotation implied by the terms “sarcoma” and 
“malignant stromatosis”. F. J. Browne 


OPERATIONS 

78. Experiences with Post-operative Anticoagulant 
Prophylaxis over a Period of Three Years. (Erfahrungen 
iiber dreijahrige medikamentése postoperative Throm- 
boseprophylaxe.) 

By L. Koscu. Zbi/. Gyndk.. 79, 1221-1225. 1957. 53 
refs. 
The author reports on the results of routine use of 
anticoagulants for the prevention and treatment of 
post-operative thrombo-embolic complications at the 
Gynaecological Department of the University of Kiel. 
A heparin-preparation “Liquemin” and a Cumarin 
derivative “Marcumar” were used. The administration 
was controlled by estimating the prothrombin time by 
Quick’s one-stage method. Quick-values between 20 and 
30 per cent were aimed at. With values under 20 per cent 
there is a risk of bleeding which can be arrested with 
Vitamin K. Treatment was begun on the third day after 
laparotomy and on the fifth day after vaginal operations, 
and was discontinued when the patient was up and about. 

Between the years 1953 and 1955, 942 patients were 
treated prophylactically or therapeutically. 

Haemorrhage supervened in 55 cases (5-8 per cent); it 
was more common after vaginal than after abdominal 
operations, in a proportion of 5:1. It was treated accord- 
ing to the case with vitamin K, ice-bags, transfusion and 
packs. No death occurred from haemorrhage. 

In 33 cases (3-5 per cent) thrombosis developed in 
spite of anticoagulant prophylaxis. This was due to 
inadequate dosage in some cases with Quick-values 
between 30 and 50 per cent, and to unusual resistance to 
a standard dosage in others. None of these was fatal. 
During the same period 9 patients who had not been 
given any anticoagulants died from embolism. 

The author concludes that the value of post-operative 
routine anticoagulant prophylaxis has been proved. 

Bruce Eton 


79. Evaluation of Routine Anti-Coagulant Prophylaxis 
after Gynaecological Operations. (Beitrag zur generellen 
Thrombose-Prophylaxe nach gynikologischen Opera- 
tionen.) 

By G. Wascuxe. Zbl. Gyndk., 79, 1609-1616. Oct. 
12, 1957. 

Following the occurrence of 8 fatal pulmonary 
embolisms after 881 major gynaecological operations, 
carried out between 1951 and 1954, a policy of routine 
anti-coagulant prophylaxis was adopted. This was done 
in preference to selective anti-coagulant prophylaxis 
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because with the latter routine no anti-coagulants would 
have been given to 5 out of the 8 fatal cases. 

The author reviews the results in 709 women who 
underwent major gynaecological operations between 
October, 1954 and March, 1957. Six hundred and 
twenty-one were treated with Marcumar, which was 
contra-indicated in the remaining 88 cases. Daily pro- 
thrombin estimations were carried out during the first 
5 to 6 days, after which the test was performed every 
other day. Body weight, age and type of disease gave no 
guidance to the dosage required. This had to be deter- 
mined by the response of the patient to the anti- 
coagulant, judged by the first two or three prothrombin 
estimations. The first dose was based on the prothrombin 
time estimated before treatment was started. 

Amongst the 621 patients there was no death from 
embolism or haemorrhage. Nine patients, however, 
suffered thrombo-embolic complications. In 7 of these 
the prothrombin time had not been lowered adequately. 
As no pulmonary embolism occurred with Quick-values 
under 40 per cent, the author considers that the pro- 
thrombin time should be kept below that level. 

Haemorrhagic complications occurred 8 times. In 5 of 
these, the Quick-value was below 20 per cent. It would 
seem, therefore, that, with the use of Marcumar after 
gynaecological operations, the optimal Quick-value lies 
between 25 and 35 per cent. 

The author feels that, although there were complica- 
tions when Marcumar was used routinely, there were no 
deaths, and therefore the period under review compares 
favourably with the years when anti-coagulants were not 
used prophylactically. Bruce Eton 


80. The Operative Treatment of Vaginal Prolapse 
Following Total Hysterectomy. (Zur operativen Behand- 
lung von Scheidenprolapsen nach Totalexstirpation des 
Uterus.) 

By K. J. ANsetmino. Geburtsh. u. Frauenheilk., 17, 
501-505. June 1957. 6 figs. 1 ref. 

Professor Anselmino has translated McIntosh 
Marshall’s description of his technique for repair of 
vaginal prolapse following total hysterectomy. The 
original illustrations are included (Amer. J. Obstet. 
Gynec., 1953, 65, 773). 

The author has used this technique on two occasions 
(the hysterectomies having been performed in other 
clinics) with good results. Peter J. Huntingford 


81. Selection and Preoperative Treatment of Patients 
for the Le Fort Operation. 

By J. R. Upton. West. J. Surg. Obstet. Gynec., 65, 
278-281. Sept.—Oct. 1957. 1 fig. 

The author has performed this operation 11 times in the 
last 20 years on very elderly patients. He stresses that 
there should be close co-operation between all the doctors 
and nurses concerned in the treatment of the individual 
patient and the pre-operative treatment must be adapted 
to individual needs. The prolapse must be corrected by a 
pessary or balsa wood vaginal mould to minimize oedema 
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and infection; malignant changes must be excluded and 
the urinary system made as healthy as possible (saccu- 
lation of the urethra is important in this). Varicosities of 
the legs should be treated and the vaginal and perineal 
muscles strengthened by exercises. Vaginal infections 
must be treated and oestrogens and cortisone are useful 
in preparing the mucosa for operation. 

In the discussion following this paper at a Pacific Coast 
Obstetrical Society meeting, A. B. Nash pointed out that 
a Manchester type of repai- under local anaesthesia gives 
very satisfactory results in these elderly patients and is 
probably much better than the Le Fort technique. 

D. C. A. Bevis 


82. Studies of Lymphnodes after Operation for Car- 
cinoma of the Corpus Uteri. (Lymphknotenbefunde bei 
operiertem Kollumkarzinom.) 

By F. Branpstetter. Zbi. Gyndk., 79, 1441-1446. 
1957. 4 tables. 23 refs. 

Between the years 1926 and 1950, 1,113 operations 
were performed for the treatment of carcinoma of the 
cervix. During this period the regional lymph nodes were 
removed if enlarged on palpation. This was the case in 171 
patients (15-4 per cent). In 66 of them (38-6 per cent), 
carcinoma was present in the lymph nodes. The more 
advanced the clinical stage, the higher was the rate of 
lymph node involvement. Thus, amongst 514 Stage I 
carcinomas, the nodes were enlarged in 42, but only 9 
(21-4 per cent) of them contained carcinoma. The 
corresponding figures for 499 Stage II cases were 40 out 
of 97 (41-2 per cent); and for 100 Stage IIT cases 17 out 
of 32 (53-1 per cent). 

The author compares his results with those of Meigs 
who had shown by routine removal of lymph nodes in 
Wertheim operations that carcinoma was sometimes 
present even when there was no palpable enlargement. 
The author concludes that selective removal of lymph 
nodes is an inadequate policy of treatment. He prefers 
the abdominal to the vaginal operation as it permits 
systematic removal of lymph nodes. Bruce Eton 


83. Simple Vesicourethral Suspension. A Survey. 

By A. A. Marcuetti, V. F. MARSHALL and L. D. 
Suu tis. Amer. J. Obstet. Gynec., 74, 57-63. July 1957. 
3 tables. 2 figs. 17 refs. 

Vesicourethral suspension without any adjunct pro- 
cedures has been performed for stress incontinence on 
132 patients in the last 12 years. Follow-up has shown 
that 84 per cent were successful. The authors emphasize 
the importance of careful selection of cases including the 
use of the elevation test both in the erect and in the 
recumbent or lithotomy positions, and of endocystoscopy 
to exclude urethrotrigonitis and urge incontinence. 

F. J. Browne 


84. Injuries to the Ureter. Use of a Loop of Ileum. (La 
sostituzione del tratto terminale dell’ureters con un’ansa 
staccata di ileo.) 

By G. CHIAUDANO. Minerva ginec., Torino, 9, 457-467. 
June 15, 1957. 11 figs. 51 refs. 
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Gynaecologists are not infrequently faced with injuries 
to or interruption of the ureter. 

The author has experimented on dogs subjected to 
division of the ureter, and has utilized a loop of ileum 
isolated with its mesentery to restore continuity. The 
method necessitates a useful length of ureter below the 
interruption. In the experiments described and illustrated 
maintenance of kidney function was satisfactory. 

[In view of the obvious limitations and alternatives as 
applied to the human subject, the rapid degeneration of a 
kidney whose ureter has been totally obstructed, the 
efficient activity of the remaining organ, and the alter- 
native of transplantation of the ureter into the colon, it 
is not likely that the method will have much application 
in the human subject.] W. C. Spackman 


85. Modified Method of Treating Abdominal Injuries of 
the Ureter. (Modifizierte Methode zur Lésung der 
abdominalen Lision des Ureter.) 

By T. TakAtsy. Zb/. Gyndk., 79, 1522-1526. Sept. 28, 
1957. 6 figs. 7 refs. 

The author describes a technique for repairing the 
accidentally divided ureter. The upper end is invaginated 
into the lower end with 4 sutures. The end-to-end 
anastomosis is completed by a circular series of sutures. 
Fine catgut is used throughout. A triangular flap of 
peritoneum, obtained preferably from the organ or 
tumour which is being removed, is utilized as a wrapper 
around the ureteric anastomosis (analogous to the rolling 
of home-made cigarettes). The layers of peritoneum are 
secured with a few stitches which do not go through the 
ureteric wall. With this sleeve of peritoneum the ureter 
is then returned to its extraperitoneal position. With this 
procedure the author expects to prevent breakdowns or 
strictures of the ureteric anastomosis. 

The author had occasion to use the method in 3 cases 
in the course of 12 years. Healing by first intention took 
place without any untoward effects on the kidney up to 
date. Bruce Eton 


86. Early Deligation of the Ureter. » 

By D. D. Retsman. J. H. KaMuowz and H. I. KANToR. 
J. Urol., 78, 363-375. Oct. 1957. 1 table. 5 figs. 29 refs. 

The histories of five patients are given. The intervals 
between operation and deligation were 5, 6, 33, 7 and 5 
days respectively. The results in all cases were excellent. 
The signs of unilateral ureteric occlusion are renal pain, 
fever, abdominal distension with a normal urinary out- 
put; increased blood pressure may also be noticed. An 
intravenous pyelogram is of the greatest value. In four of 
the five cases, hydronephrosis on the affected side was 
observed, and in the fifth patient with the 33 days 
interval, a non-functioning kidney was seen. Retrograde 
catheterization confirms that obstruction exists, and is 
also of some use in helping the surgeon to find the ureter. 
In four of the five cases, a ureteric catheter was passed up 
to the pelvis and left in situ after removal of the ligature. 
In the fifth case, owing to the extent of the fibrosis, a 
T-tube was inserted, 
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The current literature on the subject is summarized, 
and the authors state that it is impossible to say how long 
the kidney remains viable after ligature of the ureter. 
In the presence of an abdominal mass pointing to urinary 
extravasation, nephrostomy may be advisable. 

J. H. Carver 


UROLOGY 

87. Senile Urethritis in Women. 

By V. H. YouncsBLoop, E. M. Tomun and J. B. 
Davis. J. Urol., 78, 150-152. Aug. 1957. 2 refs. 

Senile urethritis is described as “an atrophic lesion of 
the urethra due to deficiency of endogenous ovarian 
hormones and manifesting irritative symptoms of the 
lower urinary tract”. 

Dyspareunia is a common symptom and eversion of 
the urethral mucosa is pathognomonic. On endoscopy, 
the mucosa is atrophic, inelastic, and bleeds readily. 
Three hundred and twenty-nine patients were treated, of 
whom 76 per cent were post-menopausal. Furacin 
urethral suppositories gave good results in the pre- 
menopausal types, and the addition of 0-1 mg. of di- 
ethyl-stilboestrol was very satisfactory in the post- 
menopausal cases. J. H. Carver 


88. Ectopic Ureter: A Cause of Female Urinary 
Incontinence; Report of Four Cases. 

By A. J. WALLINGFORD and A. G. GasrieELs. Obstet. 
Gynec., 10, 95-100. July 1957. 8 figs. 1 ref. 

The presence of ectopic ureteral openings should be 
suspected in any female patient with a history of intract- 
able enuresis or persistent incontinence with a normal 
voiding rhythm. Individuals suffering from this distressing 
condition from birth and without accurate diagnosis 
progress into adulthood often labelled as chronic bed- 
wetters or psychiatric problems. 

The authors describe 4 cases of urinary incontinence 
caused by congenital ureteral openings into the vagina. 
Diagnosis may be difficult. However, by using methylene 
blue orally and instilling 2 per cent aqueous mercuro- 
chrome into the bladder, the source of the incontinence 
is readily apparent. The ureteral orifice can be difficult to 
visualize. It may be covered by folds of the vaginal 
mucosa and drainage through it often is slow and non- 
projectile. Vaginal examination in the knee-chest position 
and cystoscopy by the Kelly method are extremely 
helpful in disclosing the site of the ectopic opening. The 
4 cases presented prove that an individual may go well 
into adult life without accurate diagnosis. Intravenous 
and retrograde pyelograms may not always show the 
source of the trouble. Catheterization of the ectopic 
opening and injection of radiopaque material into it 
with subsequent X-ray examination is very helpful. All 
patients were subjected to surgery and cured, one by 
nephrectomy because of existing renal pathology, two by 
removal of the accessory ureter, and one by uretero- 
vesical anastomosis via the vagina. Three of these 
patients have subsequently become pregnant and 
delivered normally without urinary-tract complication. 

J. G. Dumo ilin 


CORRESPONDENCE 


Department of Obstetrics and Gynaecology, 
The University of Sheffield, 

Jessop Hospital for Women, 

Sheffield, 3 


16th December, 1957 


The Editor, 

Journal of Obstetrics and Gynaecology of the British Empire, 
Paynes Hill House, 

Steeple Aston, 

Oxford. 


Dear Sir, 


It has been drawn to our notice that in a recent paper of ours ‘‘Pregnanediol 
Excretion in Normal and Abnormal Pregnancy” (Journal of Obstetrics and 
Gynaecology of the British Empire, 64, No. 5, 1957, pages 649-665), we have conveyed 
a false impression and not made it clear that the method of chromatographic assay 
(which we should have described as adsorption rather than partition chromato- 
graphy), used in our study was that described by Klopper, Michie and Brown 
(J. Endocrin., 12, 1955, 209). 

In a previous paper (“‘A Report on the Chromatographic Assay of Urinary 
Pregnanediol in Pregnancy’, Journal of Obstetrics and Gynaecology of the British 
Empire, 63, No. 4, 1956, pages 560-566), we made quite clear our indebtedness to 
Dr. Klopper and his co-workers, not only for their improved method of assay but 
also for giving us details of the method prior to its publication. We are glad to repeat 
this acknowledgment, and regret our oversight. 

Yours faithfully, 
C. S. RUSSELL 
C. G. PAINE 
M. G. COYLE 
C. J. DEwWHURST 
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ABBREVIATIONS 

These should be avoided as far as possible. “Per 
cent” should be used instead of the —, “*O/,” and such 
forms as T.B., R.B.C., B.P., P.E.T., A.P.H. eschewed. 
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— rather than the proprietary names of drugs must 
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